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anorectal 
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DESITIN 


hemorrhoidal 
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with cod liver oil 


protects e 


. DESITIN SUPPOSITORIES afford rapid relief in hem- 
lubricates ® orrhoids (non-surgical). Norwegian cod liver oil (rich 
in vitamins A and D and unsaturated fatty acids) helps 


eases pain * promote healing. They do not contain styptics, local 
anesthetics, or narcotics and therefore 


do not mask serious rectal disease. 


relieves itching @ kS incheewal 46. 
1 samples are available from 


decongests e gj — DESITIN CHEMICAL COMPANY 


Providence, R. lI. 
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Bactericidal 
to 
pathogens... 
nontoxic 

to 


tissues 


spray 
FURACIN Solution 
FURACIN 0.2% in a liquid 
vehicle of polyethylene 
glycols 65%, wetting agent 
0.3% and water. Bottles 
of § and 473 


FU RACIN*® soluble dressing 


“There has been no evidence that the ointment | FURACIN 
f water-soluble Soluble Dressing | retards or prevents epithelization or 
polyethylene glycols granulation. .. In fact, the wounds appear healthy almost 


sprinkle 


FURACIN Soluble Powder 
FURACIN 0.2% in powder 


base 0 


haker-top vial of 14 Gr ay 6er 


at once. This material, with its water-soluble base, 
overcomes the disadvantage of thick, greasy ointment 
dressings which may encourage maceration and infec- 


rea : i-th : 
7 d tion.’’? FURACIN Soluble Dressing: 


FURACIN Soluble Dressing eT ° 
FURACIN 0.2% dissolved e has a low sensitization rate 


n water-soluble, ointment e diminishes foul wound odor within 24 hours 
gle cgnonguga e does not produce cross-sensitization to antibiotics 
454 Gm. and or sulfonamides 
has the widest spectrum of topical antibacterial 
agents 
Use for: severe burns « skin grafting * cutaneous ulcers * 
pyodermas, including impetigo* anal fissures * abrasions, 
lacerations (first aid) + postoperatively in infected areas: 
pilonidal disease, osteomyelitis, felon, paronychia, car- 
buncles and abscesses 
REFERENCES 1. Shipley, E. R., and Dodd 2 Surg. Gyn. Obst. 84:366, 1947 
Weeter, J. C.: The Open Method of Bur erap motion picture 
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items and official statements, tugether with editorial comment. The editorial policy is to avoid undue 
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MUSCLE 
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(Zoxazolamine,t McNeil) 


Orally effective 
muscle relaxant 


Safe: "No irreversible side- 


effects occurred." 


well-tolerated: ‘the 
toxic reactions for the most part 


were easily controlled....’”" 


effective 
spasmolytic: 

“This preliminary report 

of 100 patients indicates an 85% 
over-all effectiveness.’ 


Available in yellow scored tablets, 250 mg. 


1. Smith, R. T.; Kron, K. M.; Peak, W. P., and Hermann, I. F.: 
, JAMA, 160:745 (Mar, 3) 1956. 


*T.M, TU.S, Patent Pending 
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Personal 


ILLIAM W. DAVIS, M.D., has 

been appointed Medical Di- 
rector of the Columbus, Ohio, 
Division of North American Air- 
craft Company. DR. DAVIS has 
been physician with North Ameri- 
can Aircraft Company since July, 
1953. He has been Assistant Pro- 
fessor in the Department of Pre- 
ventive Medicine at Ohio State 
University since 1953. He is also 
Commanding Officer of the 449th 
General Hospital, U.S. Army Re- 
serve, Fort Hayes. After six years 
of private practice in Parkers- 
burg, West Virginia, he took in- 
dustrial residency training at 
Ohio State University and in- 
plant training at North Ameri- 
can Aircraft July, 1952, to July, 
1953. He is a native of Weston, 
West Virginia; a graduate of the 
University of Michigan; received 
his M.D. from Vanderbilt Uni- 
versity. His internship and resi- 
dency training were taken at Bal- 
timore City and John Hopkins 
Hospital in Maryland. He was on 
active duty with the Army from 
December, 1940, to January, 1946; 
saw overseas service with the 10th 
Evacuation Hospital in the South- 
west Pacific Area. 


FELTON, M.D., Associate 
J Professor of Medicine, and 
Preventive Medicine and Pub- 
lic Health, University of Ok- 
lahoma School of Medicine, was 
appointed, as of July 1, Professor 
of Preventive Medicine and Pub- 
lic Health (Occupational Medi- 
cine) and Consultant in Medi- 
cine, University of Oklahoma 
Medical Center, Oklahoma City. 
DR. FELTON recently received a 
Rockefeller Foundation Grant for 
two months (July and August, 
1956) in England, Scotland, Ire- 
land, and Wales for study and 
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new multivitamin 
formulated for 


and sold to 
industrials 







POLYTERRA 





From 25% to 50% of all industrial workers 
have some evidence of suboptimal nutri- 
tion.'2 Obviously, such a high ratio of 



































Each P A tablet contains: 
Vitamin A (Acetate) 10,000 U.S.P. Units 





































Vitamin D (Irradiated 

‘ Ergosterol ; 1,000 U.S.P. Units malnutrition must be reflected in lost 
itamin B-1, U.S mg. * ; ~ 

Vitemin 8.2 USP Son man-hours and decreased efficiency. 
Vitamin B-6, U.S.P 1 mg. A systematized POLYTERRA program can 

Vitamin B-12, U.S.P 1 meg. s » . 
Mietnantde U.< b 25 mg. help correct this. POLYTERRA contains 11 
Calcium Pantothenate 5 mg important minerals and 10 essential vita- 

Vitamin C (Ascorbic Acid U.S.P.) 100 mg mins, including 100 mg. of ascorbic acid, 
Folic Acid U.S.P 0.1 mg th td ble | 1 of intake’ 
Calcium (From Dicalcium Phosphate) 40 mg. e mos esirable level of intake” 
Phosphorus (From Dicalcium Phosphate). 30 mg. for factory workers.’ 

Iron (From Reduced Iron) 10 mg. : e 

Copper (From Cupric Sulfate) 1 mg. Look over this POLYTERRA formula—es- 


pecially designed for use by industrial 


Magnesium (From Magnesium Carbonate) 30 mg. 
employees. For further information on 


Manganese (From Manganese Carbonate) _ 1 mg. 


Cobalt (From Cobaltous Carbonate) 0.1 mg. 

Zine (From Zinc Oxide) 1.2 mg. the POLYTERRA program, contact your 
Potassium (From Potassium Chloride). 3.0 mg. usual source of supply, or write: 

lodine (From Potassium lodide) 0.15 mg. > 


Industrial Sales Division, J. B. Roerig and Company 


Molybdenum (From Molybdenum Trioxide) 0.1 mg. 
536 Lake Shore Drive, Chicago 11, Illinois 












1. Babcock, M. J.,et al: Milbank Mem. Fund Quart.: 
32:323 (Oct.) 1954. 2. McLester, J. S. and Darby, 
Lf J.: Nutrition and diet in health and disease. 

. B. Saunders and Company, Philadelphia, 1952, 
p. hag 3. Pollack, H. and Halpern, S. L.: Thera- 
— Nutrition, National Research Council, pub- 
ication 234, 1952, p. 37. 


Dosage: One tablet daily preferably with 
a meal, or as directed by industrial phy- 
sician. Supplied: Bottles of 100. 
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New England Industrial Medical 
Association 
Officers—1955-56 
PRESTON N. BARTON, M.D., President. 
New Departure Div., General Motors, 

Meriden, Connecticut. 

Rosert C. THOMPSON, M.D., Vice-Presi- 

dent. General Electric Company, 
Lynn, Massachusetts. 

J. ALLAN THOMPSON, M.D., Secretary- 
Treasurer. New England Telephone & 
Telegraph Company, 

245 State Street, Boston 9. 
Board of Directors—1955-56 

Ropert FLANDERS, M.D., 

967 Elm Street, Manchester, New 
Hampshire. 

Joun F. Kreus, Jr., M.D. 

West Street, West Litchfield, Connec- 
ticut. 

Henry B. Moor, M.D., 
147 Angel Street, 
Island. 

Henry F. Howe, M.D., 

Procter & Gamble Company, Quincy, 
Massachusetts. 

JoHN P. Creep, M.D., 
105 Emerson Street, 
sachusetts. 


Component Society of the 
Medical Association. 


Providence, Rhode 


Haverhill, Mas- 


Industrial 





Industrial Medical Association 
of Philadelphia 


Officers 

JoHN M. Coe, M.D., President. 

Gulf Oil Corporation, Philadelphia 

GILBERT B. Meyers, M.D., President-Elect. 
Radio Corporation of America, Camden, 
New Jersey. 

WALTER G. VERNON, M.D., Secretary. 
Radio Corporation of America, Camden, 
New Jersey. 

BERNARD BEHREND, M.D., Treasurer. 
The Philadelphia Inquirer, Philadelphia 

( RAYMOND HovUcHINS, Corresponding 
Secretary. 

Room 1945, 
vard 
Philadelphia 3. 
Directors 

JAMES F. Hays, M.D 

KATHRYN M. Hess, M.D 

RoBeERT MEGOWAN, M.D 

CHARLES E. RicBy, M.D 

CHESTER L. SAMUELSON, M.D 

WILLIAM A. TomMaAsco, M.D 

Component Society of the 

Medical Association. 


1617 Pennsylvania Boule- 


Industrial 





New York State Society of Industrial 
Medicine, Inc. 
Officers 
HAROLD BRANDALEONE, M.D., President. 
Third Avenue Transit System, 116 
West 32nd Street, New York 1. 
FRANK P. GuipoTtTl, M.D., Vice-President. 
New York Hotel Trades Council & 
Hotel Association Health Center, 501 
West 50th Street, New York 19. 
Harry E. Tesprock, M.D., Sec.-Treas. 
Sylvania Electric Products, Inc., 1740 
Broadway, New York 19. 
Executive Committee 
Tuomas G. Riocney, M.D. 
Davin H. GOLpsTgIN, M.D. 
Joun J. Poutas, M.D. 
S. CHARLES Franco, M.D., Ex-officio 
(IMA District Counselor). 
Component Society of the Industrial 
Medical i_Amoctation. 


qeeraersunety 


(Reg. U.S. Pat. Off.) 
Now combined with 
INDUSTRIAL MEDICINE 
and SURGERY 
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observation in the medical schools 
and industrial plants, and left 
New York early in July for the 
tour. 
Lous S. GERBER, M.D., Clinical 
Director, Sandia Corporation, 
Sandia Base, New Mexico, was 
recently appointed Medical Direc- 
tor at the National Reactor Test- 
ing Station, Idaho Falls, Idaho, 
to succeed MILAN R. MATEYKA, 
M.D., who plans to do postgradu- 
ate work in internal medicine. 


AROLD BRANDALEONE, M.D., 

Medical Director of the Third 
Avenue Transit System, and of 
the United Parcel Service, has 
been elected Treasurer of the New 
York University Alumni Federa- 
tion for 1956-57. He was also 
elected Chairman of the Clinical 
Society of the New York Diabetes 
Association. The Association is 
sponsoring a Symposium on Glu- 
cagon and the Sulfonylureas, in 
New York City, on October 12, 
1956. 


AYMOND F. HOLDEN, JR., M.D., 

formerly of St. Louis, was re- 
cently appointed Medical Director 
of Boeing Airplane Company, 
Wichita. He succeeds JAMES T. 
MOY, M.D., who resigned to devote 
his time to private practice. DR. 
MOY will continue his affiliation 
with the Boeing Airplane Com- 
pany as a Consultant on a part- 
time basis. 


V ILLIS M. WEEDEN, M.D., Medical 


Director, Workmen’s Com- 
pensation Board, State of New 
York, has been designated by the 
International Association of In- 
dustrial Accident Boards and 
Commissions as Chairman of the 
newly established Committee on 
Atomic Energy. 


N AUGUST 1, 1956, DR. LEONARD 
SCHEELE ended his career of 

23 years with U.S. Public Health 
Service, the last eight as Surgeon 
General, to accept a position with 
Warner-Lambert Pharmaceutical 
Company. He said he was resign- 
ing to allow him “to provide more 
properly” for his family. Secre- 
tary Folsom praised DR. SCHEELE 
for his “imagination, skill and re- 
sourcefulness.” DR. SCHEELE was 
reappointed last April to a third 
four-year term. Indications were 
that a successor would not be 
chosen immediately. During pr. 
SCHEELE’S tenure as Surgeon Gen- 
eral, four new research institutes 
were established by the Federal 








Western Industrial Medical 
Association 
Officers 


DouGLas D. McKINNON, M.D., President. 
Medica] Department, Times-Mirror Co., 
Los Angeles. 

Davin D. Hovapay, M.D., Vice-President. 
San Francisco. 

Epwarp J. ZaIK, M.D., Secretary. 
Pacific Telephone & Telegraph Co., 
740 South Olive Street, Los Angeles 14. 

Ciarence L. Lioyp, M.D., Treasurer. 
Medical Director, North American 
Aviation, Inc., 

Los Angeles 45. 

ELIZABETH SCHEUNER, Assistant Secre- 
tary. 

Pacific Telephone & Telegraph Co., 
740 South Olive Street, Los Angeles 14. 

NorMaA Sporny, Assistant Treasurer. 
North American Aviation, Inc., 

Los Angeles 45. 


Directors 
PACKARD THURBER, JR., 
111 West 7th Street, 
Los Angeles 14. 
L. E. Curtis, M.D., 1957 
225 Bush Street, 
San Francisco 20. 
Joun S. Stepnens, M.D., 1957 
Medical Office, Department of Water 
& Power, Box 3669, Terminal Annex, 
Los Angeles 54. 
Verne G. GHoRMLBY, M.D., 1958 
3032 Tulare Street, 
Fresno, California. 
GANDOLPH A. PRISINZANO, M.D., 1958 
4041 “H” Street, 
Sacramento. 
Vance M. Stranos, M.D., 1959 
909 Hyde Street, 
San Francisco. 
A. C. REMINGTON, M.D., 1969. 
9851 Sepulveda Boulevard, 
Los Angeles 45. 
Component Society of the Industrial 
Medical tion. 


Central States Society of Industrial 
Medicine and Surgery 
Officers 


M.D., Chairman 








President , 

LEONARD ARLING, M.D., Minneapolis. 

President-Elect 

Epwarp J. SCHOWALTER, M.D., Chicago. 

Vice-President 

ARTHUR K. Peterson, M.D., Chicago. 

Secretary-Treasurer 

RoLtanp A. JAcoBson, M.D., 
Jackson Boulevard, Chicago. 


Board of Governors 
1957—DonaLp C. Conzett, M.D., Du- 
buque, Iowa. 
ALLAN K. Harcourt, M.D., 
apolis, Indiana. 
JoHN R. MERRIMAN, M.D., Evan- 
ston, Illinois. 
Pau T. PAavcmer, M.D., 
Illinois. 
G. H. Peterson, M.D., Beloit, Wis- 
consin. 


1958—CHARLES Drueck, M.D., Chicago. 

J. M. L. JENSEN, M.D., Chicago. 

G. Prentiss McArRDLz, M.D., Oma- 
ha, Nebraska. 

JoHN S. PARSONS, 
Moines, Iowa. 

RAYMOND C. SUNDERMAN, M.D., St. 
Louis, Missouri. 


1959--Herpert R. ATHERTON, M.D., Chi- 
cago. 
Georce J. Cooper, M.D., Chicago. 
E. S Jones, M.D., Hammond, In- 
diawa. 
EvuGcene L. WALSH, M.D., Chicago. 
Pau. J. WHITAKER, M.D., Milwau- 
kee, Wisconsin. 


Com ent Society of 
Medical Asseciation. 


28 East 


Indian- 


Peoria, 


M.D., Des 


the Industrial 
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* AMERICAN ASSOCIATION OF RAILWAY SURGEONS « 





Officers 


M.D., 


President: 

H. A. SPILMAN, 

President-Elect: 

ERNEST CELLI, M.D., New Orleans. 

Vice-Presidents: 

G. H. Southwick, M.D., Grand Rapids, 
Michigan. 


Ottumwa, Iowa 


Rovat A. Weir, M.D., St. Louis, Missouri. 


A. L. Newson, M.D., Des Moines, Iowa. 
Recorder: 

James STACK, M.D., Chicago. 

Treasurer: 


T. L. HANSEN, M.D., 
Chicago 5, Wabash 2-3200, Ext. 220. 


Executive Board 


ARTHUR R. Metz, M.D., Chairman, Chicago. 


Rospert M. GRAHAM, M.D., Chicago 


A. M. W. Hursa, 
RAYMOND B. 
ERNEST C. 
Ray 


M.D., Philadelphia. 
KEPNER, M.D., Chicago 
M.D., 
S. WESTLINE, M.D., 


OLSON, Chicago. 


Chicago. 


Secretary: 


CHESTER C 


139 West Van Buren, 


Avenue, 


M.D., Island 


Midway 


5800 Stony 
83-9200. 


Guy, 


Chicago 37, 





69th Annual Meeting, April 9-11, 1957, at the Drake Hotel, Chicago 








Michigan Industrial Medical 
Association 
Officers 

Ear E. Weston, M.D., 
Vickers, Inc., Detroit. 

M. W. SHELLMAN, M.D., 
Metz Building, Grand 

THEODORE I. RotH, M.D., 
60 W. Hancock, Detroit. 

D. L. Biock, M.D., Secretary-Treasurer. 
Ford Motor Company, Rouge Medical 
3000 Schaefer Road, Dearborn. 

Board of Directors 

SHERMAN ANDREWS, M.D., Kalamazoo. 

LYNDLE R. MARTIN, M.D., Detroit. 

PauL J. OcusNner, M.D., Lansing. 

Component Society of the Industrial 

Medical Association. 

Industrial Medical Association of 
New Jersey 
Officers 

WittiaM D. VAN Riper, M.D., 
Johnson & Johnson, New Brunswick. 

JoHN W. BorINo, M.D., Vice-President 
Walter Kidde Company, Newark. 

Georce C. FREEMAN, M.D., Secretary 
Prudential Insurance Company, 
Washington Street, Newark 2. 

Ra.tpPH M. L. BUCHANAN, M.D., Treasurer 
8 Market Street, Phillipsburg. 

Board of Directors 

J. H. Wo.rsie, M.D. 

American Cyanamid Company, 

T. M. THompson, M.D. 

Johnson & Johnson, New Brunswick. 

G. A. Pau, M.D. 

788 Lyons Avenue, Irvington. 

Component Society of the 

Medical Association. 


President. 


President-Elect. 
Rapids. 
Vice-President. 





President 


213 


Linden. 


Industrial 





Western New York Society 
of Industrial Medicine and Surgery 
Officers 

Georce P. Eppy, M.D., President. 

Carborundum Company, Niagara Falls. 
Joszerpu T. ANDREWS, M.D., Secretary. 

Buffalo Stamping Plant, 

Ford Motor Company, Buffalo 19. 
Evsa K. CHAFFEE, M.D., Treasurer. 

Kodak Park Works, 

Eastman Kodak Company, Rochester 4. 

Board of Governors 
1956 

Epwarp B. Mates, M.D. 

National Aniline Division, 

Allied Chemical & Dye Corporation 
Harry A. HANSON, M.D. 

Kodak Park Works, Rochester 4. 

1957 

Joseru M. Dzios, M.D. 

Bethlehem Steel Company, Lackawanna. 
Joun H. Stunz, Jr., M.D. 

Harrison Radiator Division, 

General Motors Corporation, Buffalo. 
Component Society of the Industrial 
Medical Association. 





Page 10 











| government, for heart, dental 


diseases, arthritis and metabolic 
diseases, and neurological diseases 
and blindness. In the same time, 
research appropriations for the 
institutes have increased from a 
few millions of dollars to the rec- 
ord-breaking $170 million just ap- 
proved by Congress for the pres- 
ent fiscal year. 

~—AMA Washington Letter, July 6 
A Mamican INDUSTRIAL HYGIENE 

ASSOCIATION is one of the 
sponsors of the Seventh Annual 
National Noise Abatement Sym- 
posium, October 11-12, 1956, at 
Hotel Sherman, Chicago. Among 
the 14 papers to be featured will 
be one on “Problems of Industry 
in a State with Hearing 
Compensation Laws.” 


Loss 


(ALIFORNIA Department of Pub- 

* lic Health, Bureau of Adult 
Health, has begun an inventory 
of in-plant medical services in 
operation in the State. The in- 
ventory, seeking only the most 
minimal information on plant size 
and type and extent of medical 
and nursing service available, is 
being carried on with the assist- 
ance of local health officers. 


HE SEVENTH Annual Confer- 
ence on Alcoholism was _ re- 
cently held at John Hancock Hall, 
Boston, under the auspices of the 
Boston Committee on Alcoholism. 
In a panel of industrial and busi- 
ness executives it was disclosed 
that alcoholism costs industry 
over a billion dollars and 60 mil- 
lion man-hours a year; that 10% 
more employees are afflicted by 
alcoholism than by tuberculosis; 
and that 55% more employees fall 
victim to alcoholism than are 
stricken by poliomyelitis. 
Medical J.A.M.A., 


News, July 














Kansas City Industrial Medical 
Association 
Officers 
LALLY, M.D., President 
Rialto Building, Kansas 


James J. 
1207 
Mo. 
Frep Irwic, M.D., Secretary-Treasurer 
1610 Professional Building, Kansas 
City, Mo. 
Directors 
Horace F. FLANDERS, M.D. 
SoLAN E. Hayes, M.D. 
W. J. FEEHAN, M.D. 
Component Society of 
Medical Association. 


City, 


the Industrial 





Industrial Medical Association 
of Pittsburgh 
Officers 

Rex H. Witson, M.D., President. 
The B. F. Goodrich Company, 
Akron, Ohio. 

FRANK E. Gray, M.D., President-Elect. 
Westinghouse Electric Corporation, 
East Pittsburgh, Pennsylvania. 

Don A. KELLY, M.D., Vice-President. 
Thompson Products, Cleveland, Ohio 
MeRLE Bunpy, M.D., Secretary-Treasurer. 
Jones & Laughlin Steel Corporation, 
Pittsburgh 3. 

Directors: 1954-1956 

JoHN J. BRANDABUR, M.D. 

C. & O. Railway Company, 
Huntington, West Virginia. 

DANIEL C. BRAUN, M.D. 
Industrial Hygiene Foundation. 

D. JoHN LaAvUER, M.D. 

Jones & Laughlin Steel Corporation, 
Pittsburgh 30. 

J. HuBer WaGNeR, M.D. 

United States Steel Corporation, 
Pittsburgh 19. 
Directors: 1955-1957 

Danie. V. DouGHerty, M.D. 

Ford Motor Company, 
Cleveland, Ohio. 

A. G. KAmMMeER, M.D. 
University of Pittsburgh 

RAYMOND E. MAsters, M.D. 
Westinghouse Electric Corporation, 
East Pittsburgh, Pennsylvania. 

Component Society of the Industria) 

Medical Association. 





Territorial Association of Plantation 
Physicians 
Officers 
MARVIN A. BRENNECKE, M.D., President, 
Waimea, Kauai. 
Pau. J. C. CALDWELL, M.D., Vice-Presi- 
dent, Waipahu, Oahu. 
FrRaANK H. HATLELID, M.D., 
Treasurer, Waialua, Oahu. 
Mrs. JEANETTE WILKINSON, 
Secretary, 
1527 Keeaumoku Street, 
Honolulu, Oahu, T.H. 
Component Society of 
Medical Association. 


Secretary- 


Executive 


the Industrial 

















the new injectable enzyme relieves 
inflammation through systemic action 










Chymar reduces inflammation... restores 
circulation... hastens absorption of edema... 


stops further necrosis ... promotes healing 





4 hours after accident— 
Chymar started 








administration 






72 hours later 
Inject 0.5 cc. of Chymar 
deep into the gluteal muscle 





1 to 3 times daily for 





maximum benefit. 


Immediately after surgery— 
Chymar started 









Inflammation of long-standing 
may require 0.5 cc. of Chymar 
once or twice a week for 
several weeks after the 

initial course. 








Chymar is a suspension of 
chymotrypsin, a proteolytic enzyme, 
in sesame oil for intramuscular 
injection. Each 1 cc. supplies 
5000 units of proteolytic activity. 
5 cc. vials. 








4 days later 








THE ARMOUR LABORATORIES 


A DIVISION OF ARMOUR AND COMPANY «+ KANKAKEE, ILLINOIS 
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Northwest Association of 
Occupational Health 
Officers 

Eucene P. Owen, M.D., President. 
Medical Director, Consolidated Freight- 
ways, Portland, Oregon. 

CHARLES M. McGILL, M.D., Vice-Presi- 
dent. Medical Director, Tacoma Smelter, 
Tacoma, Washington. 

W. J. Strtner, M.D., Secretary-Treasurer. 
Chairman of Section of Industrial Medi- 
cine, Oregon State Medical Society, 
Portland, Oregon. 

Executive Committee 

Forrest E. Riexe, M.D., 1955-1957, 
Industrial Clinics, Portland, Oregon. 

B. C. Scupper, M.D., 1955-1956, 
Genera! Electric Company, 





Hanford Atomic Products Operation, 
Richland, Washington. 
Component Society of the Industrial 
Medical Association. 
Texas Industrial Medical 


Association 
Officers 
VALIANT C. Batrp, M.D., President 
Humble Oil & Refining Company, Hous- 
ton 


Rospert J. Potts, M.D., President-Elect 
Magnolia Petroleum Company, Dallas 

WENDELL H. HAmMrick, M.D., Vice-Presi- 
dent. 


U. National Bank Building, Houston. 
Ropert A. WISE, M.D., Secretary-Treas- 

urer. 

Medical Division, Box 2180, Houston 
Component Society of the Industrial 
Medical Association. 





Association of Ordnance 
Industry Physicians 


Officers 
FRANK D. Ryper, M.D., 
Cornhusker Ordnance 
Grand Island, Nebraska 
W A. President-Elect 
Badger Ordnance Works, 
Baraboo, Wisconsin 
L. P. Devin, M.D., Secretary-Treasurer 
Frankford Arsenal, Philadelphia 
Directors 
A. L. KNIGHT, M.D., 1956 
Ravenna Arsenal, Apco, Ohio 
N. B. DANIEL, M.D., 1957 
Lone Star Ordnance Plant, 
Texarkana, Texas 
G. N. MANSION, M.D., 1958 
Joliet Arsenal, Joliet, Illinois 


President 


lant, 


STOOPS, 





Detroit Industrial Physician’s Club 
President, 
WILLIAM L. SHIELDs, M.D., 
Chrysler Corporation, 
Highland Park, Michigan. 
Vice-President, 
J. H. GANScHOw, M.D., 
Chevrolet-Detroit Gear & 
General Motors Corporation, 
Secretary-Treasurer, 
Epwarp M. Rotarius, M.D., 
Parke, Davia and Company, Detroit. 


Axle, 
Detroit 


Member of Executive Committee, 
W. J. FuLton, M.D., 


General Motors Corporation, Detroit. 





Medical Directors Club of Chicago 
President, 

H. R. ATHERTON, M.D., 

tor, 

Swift and Company, ‘hicago 
Vice-President, 

RicHaRD KFNNeETT, M.D., 

United States Stee] Company, Chicago. 
Secretary- Treasurer, 

Car_ T. Ovson, M.D., Division Medica! 
Director, 
Liberty Mutua 

Chicavr 


Medica! Direc- 


Insurance Company, 
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‘IviL Aeronautics Administra- 
tion has authorized a $100,000 
study of medical examination pro- 
cedures in civil aviation under a 
contract with the Flight Safety 
Foundation, Inc. The study will 
attempt to determine (a) whether 
existing pilot physical standards 
(b) whether crew 
ground personnel 
also should be examined periodi- 
cally; and (c) whether experi- 
enced pilots who might otherwise 
be grounded for physical infirmi- 
ties should be allowed to continue 
under certain restrictions. The 
study will also make recommenda- 
tions on dealing with controver- 
sial interpretations resulting 
from divergent medical opinions. 
IMA Washington Letter, July 6 


are adequate; 
members and 


SEMINAR on “The Silicosis 
Hazard and Design of Dust 
Control Measures” was held June 
18-20, 1956, at Mellon Institute. 
It was sponsored by Industrial 
Hygiene Foundation for members 
cf the National Industrial Sand 
Association. Some 30 representa- 
tives of sand processing compa- 
nies participated. DANIEL C. BRAUN, 
M.D., the Foundation’s Medical 
Director, discussed “Clinical As- 
pects and X-ray Diagnosis of Sili- 
cosis.”” DR. H. H. SCHRENK, Re- 
search Director, and LEE SCHREI- 
BEIS, JR., Field Survey Director of 
the Foundation, demonstrated 
methods of dust sampling. 


ACKSON COUNTY Medical Society, 
~ Kansas City, Missouri, has 
published a 446-page Commemo- 
rative Issue of its Weekly Bulle- 
tin. The Commemorative Issue 
contains of the Jackson 
County Medical Society, allied as- 
sociations, and medical facilities 
in Jackson County and nearby 
areas. There are numerous inter- 
esting articles on medical sub- 
jects, and on the history and pres- 
ent state of the Society. JAMES J. 
LALLY, M.D., contributed a descrip- 
tion of the INDUSTRIAL MEDICAL 
ASSOCIATION, its component socie- 
ties, and allied organizations 
(page 1594). 


rosters 





AMERICAN Heart Association an- 

nounces the initiation of two 
studies on the problems of heart 
disease victims returning to 
work: (1) an investigation of the 
actual physical effects of stress 
and strain on the circulatory sys- 
tem, and (2) an inquiry into the 
effects of current laws, adminis- 
trative policies and court deci- 
sions, industrial practices and in- 


surance experiences in connec- 








Tee, 





American Academy of 
Occupational Medicine 


Officers 
FE. E. Evans, M.D., President 
E. 1. du Pont de Nemours & Company 
Ine 
Deepwater, New Jersey. 
IRVING R. TABERSHAW, M.D., 
Vice-President. 
Division of Industrial Hygiene, 
New York State Labor Department 
RONALD F. BUCHAN, M.D., Treasurer 
Prudential Life Insurance Company. 
Newark, New Jersey. 
LEONARD J. GOLDWATER, M.D., Secretary 
Columbia University School of Public 
Health, 
600 West 168th Street, New York City. 


Directors 
LAMSON BLANEY, M.D. 
Sun Oil Company, 
Philadelphia. 
D. J. Lauer, M.D. 
Jones & Laughlin Steel Company, 
Pittsburgh. 
JERMYN F. McCAHAN, M.D. 
Liberty Mutual Insurance Company, 
Boston. 
FRANK Princt, M.D. 
Kettering Laboratory, 
University of Cincinnati 





Chicago Society of Industrial 
Medicine and Surgery 
Officers 


BILLE HENNAN, M.D., President. 
CoRNELIUS M. ANNAN, M.D., Vice-Pres 
DONALD B. KNOWLES, M.D., Program 
Chairman 
CHARLES Drueck, M.D., Secretary-Treas 
Board of Governors 
1956-—-Georce W. Bour, M.D. 
Francis J. Hressa, M.D. 
KENNETH F. Stotz, M.D 
1957—-CoRNELIUS M. ANNAN. MD 
Witt F. Lyon, M.D 
DaLe M. VacHoutT, M.D. 
1958-—-Georce J. Cooper, M.D. 
RicHarp E. HELuier. M.D 
Donato B. KNowLes, M.D 





American Association ot 
industrial Dentists 


Officers 
Water 8B. ELvers, D.D.S., President 
Director, Dental Research, Bristol 


Myers Company, New York. 


ALAN H 
Elect. Dental 


GREEN Woop, D.D.S., President- 
Director, Stix, Baer & 
Fuller St. Louis, Missouri. 
KENNETH WW. MISHER, D.D.S., Vice- 
President. International Harvester Co., 
Chicago. 
Epwarp R. Aston, D.D.S., 
Treasurer-Industrial Dental Consultant, 
Health, 


Secretary- 

Pennsylvania Department of 
Harrisburg. 

Directors 

Howarp E. DeCamp, D.D.S., Chairman 
Dental Director, Corning Glass Works, 
Corning, New York. 

C. Russet, Fricke, D.D.S., 1957. 
Dental Director, Duquesne Light 
Company, Pittsburgh. 

Haruo_p A. Hooper, D.D.S., 1957. 
Miami, Florida. 

DoNALD W. Henry, D.D.S., 1958. 
Dental Director, Molsons Brewery, 
Montreal, Canada. 

AARON FINKELMAN, D.D.S., 1958 
Dental Director, Sidney Hillman 
Medical Center, Philadelphia. 

LEONARD S. Morvay, D.D.S., 1959 
Industrial Dental Consultant, 
Newark, New Jersey. 




















View io 
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for more efficient 


CONTROL OF PAFH 






Each tablet contains: Aspirin ... ................. 200 mg. (3 grains) 
Phenacetin ................. 150mg. (2% grains) 
Caffeine ... 30mg. (% grain) 


Demerol hydrochloride 30 mg. (% grain) 


Adult dose: 1 or 2 tablets up to four times daily. 


Bottles of 100 tablets. Narcotic blank required. 


"Such a combination has proven clinically to be far 
more effective and no more toxic than equivalent 


doses of any of these used singly."* 


(|, iithnep LABORATORIES 
NEW YORK 18, N. Y. 


Demerol, brand of meperidine, trademark reg. U.S. Pat. Off. 
*Bonica, J.J.; and Backup, P.H.: Northwest Med., 54:22, Jan., 1955. 
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tion with employment opportuni- 
ties for cardiacs. Both studies are 
being conducted under the super- 
vision of the Association’s Com- 
mittee on Strain and Trauma, of 
which PAUL D. WHITE, M.D., Bos- 
ton, is Chairman. The study on 
the physical effects of stress and 
strain on the circulatory system 
is directed by MILTON HELPERN, 
M.D., and MEYER TEXON, M.D., both 
of New York. The medicolegal 
study, which will involve analysis 
ef workmen’s compensation laws 
and administrative and judicial 
awards, will be directed by NorR- 
MAN PLUMMER, M.D., Medical Di- 
rector, New York Telephone Com- 
pany, and MR. BARNETT FOX, 
former New York State Work- 
men’s Compensation Referee. MR. 
HENRY D. SAYER, former New 
York State Industrial Commis- 
sioner, will serve as Research As- 
sociate. 


NEw YORK University  Post- 
IN graduate Medical School is 
offering 29 courses in postgradu- 
ate medicine starting in Septem- 
ber. Among these are an evening 
course of 15 weekly sessions on 
Industrial Hygiene given in co- 
operation with the College of En- 
gineering under the direction of 
MERRIL EISENBUD; and a lecture 
course of 15 weekly sessions on 
Industrial Toxicology under the 
direction of DR. EDWARD D. PALMES. 


NSTITUTE of Physical Medicine 

and Rehabilitation, New York 
University, Bellevue Medical Cen- 
ter, in conjunction with New York 
University School of Education, 
will present an advanced course 
in “Physical Rehabilitation Meth- 
ods for Physical Therapists,” 
from November 19 to December 
14, 1956, February 4 to March 1, 
1957, or April 29 to May 24, 1957. 
The course will be divided into 
three sections: “Severe Disabili- 
ties and Their Rehabilitation”; 
“Skills and Methods of Functional 
Activities”; and “Clinical Experi- 
ence.” 


“HE THIRD Annual Pacific North- 

west Industrial Health Con- 
ference will be held in the Mult- 
nomah Hotel, Portland, Oregon, 
September 10-11, 1956. The Con- 
ference is arranged by the Health 
Affairs Committee of the Portland 


Chamber of Commerce. Among 
the subjects presented will be: 
“Mental Health Problems in In- 


dustry”; “The Role of the Indus- 
trial Nurse in the Plant Health 
Program”; “Health Responsibili- 
ty of Industry in Relation to the 


Individual and the Community”; 
“Why Management, Labor and 
Medicine Must Look at the Total 
Industrial Health Picture”; 
“Where Are We Going in Work- 
men’s Compensation?”; “Rehabili- 
tation’s Contribution to Indus- 
trial Health”; “Industrial Vision 
Conservation”; “Occupational 
Health Problems in an Industrial 
Society”; “The Noise Problems in 
Industry.” 


THE FOURTH International Con- 

gress on Diseases of the Chest 
of the American College of Chest 
Physicians will be held in Co- 
logne, August 19-23, 1956. The 
patronage over the Congress has 
been assumed by the Federal 
Chancellor, DR. KONRAD ADENAUER. 
The Officers are: G. DOMAGK, Pres- 
ident: H. W. KNIPPING, Vice-Pres- 
ident; J. JACOBI, General Secre- 
tary; J. HEIN, Chairman of the 
Executive Committee; Executive 
Committee: 0. BUURMAN, L. HEIL- 
MEYER, R. SCHOEN, W. UNVERRICHT, 
f. WOLLHEIM, H. WURM, R. ZENKER, 
A. BANYAI, M. KORNFELD. The pre- 
sentations will be: “Coronary 
Diseases of the Chest”; “Indus- 
trial Diseases of the Chest”; 
“Virulence and Resistance Under 
Chemotherapy of Pulmonary 
Tuberculosis”; “Pulmonary Func- 
tion”; “Cardiac Function”; “Tu- 
mors of the Mediastinum.” The 
languages include English, 
French, Spanish and German 
simultaneous translation. For in 
formation: Sekretariat des IV In- 
ternationalen Kongresses “Ameri- 
can College of Chest Physicians,” 
Koln-Deutz, Messeplatz (Ger- 
many). 


A’ A MEETING of the Board of 

Directors of the INDUSTRIAL 
MEDICAL ASSOCIATION at Philadel- 
phia, April 24, the President of 
the Association, by resolution, 
was instructed to establish a com- 
mittee in consultative status to 
the IMA on all policy matters per- 
taining to the certification of in- 
dustrial health units; to appoint 
to its membership two IMA rep- 
resentatives; and to invite the 
AMA Council on _ Industrial 
Health, the American Academy of 
Occupational Medicine, the Ameri- 
can Public Health Association, 
the American Industrial Hygiene 
Association, and the Industrial 
Nurses Association to select or 
appoint two representatives to act 
for their respective organizations. 
At this time, by appointment, 
KIEFFER DAVIS, M.D., and GEORGE 
I’, WILKINS, M.D., are IMA repre- 
sentatives, with DR. DAVIS Chair- 








Rapid healing of tissue 


Speeds the return to work 


Sept. 25. Second and third degree burns Oct. 25. Healing is complete, with mini- 
caused by flaming gasoline. Gauze mal scar tissue and no contractures. 
pressure dressings of Vitamin A and D 

Ointment were changed at weekly 

intervals. 


—The topical application of White’s Vitamin A and D 
Ointment—to promote healthy granulation and rapid epitheliza- 
tion—is particularly valuable in the treatment of burns, 
abrasions and traumatic lacerations. Other indications include 
chafing, sunburn, slow-healing ulcers and bedsores. White’s 
Vitamin A and D Ointment presents the A and D vitamins in 
the same ratio as found in cod liver oil, in a pleasant, 
soothing, lanolin-petrolatum base. White’s Vitamin A and D 
Ointment will not stain the skin and is easily laundered from 
clothing. Keeps indefinitely at ordinary temperatures. 
SUPPLIED: 11% 0Z. AND 4 0Z. TUBES, | LB. AND 5 LB. JARS. 


White Laboratories, Inc. Kenilworth, N. J. 
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man of the Committee; ROBERT A. 
KEHOE, M.D., and B. DIXON HOL- 
LAND, M.D., are representatives of 
the AMA Council on Industrial 
Health; ALLAN D. BRANDT, SC.D., 
Medical Division, Bethlehem Steel 
Company, and NATHAN’ VAN 
HENDRICKS, Research and 
Engineering are representatives 
of the American Industrial Hy- 
giene Association; JAMES P. 
HUGHES, M.D., Associate Professor 
of Occupational Medicine, Ohio 
State University, and J. WISTER 
MEIGS, M.D., Assistant Professor 
of Occupational Medicine, Yale 
Lniversity, are representatives of 
the American Public Health As- 
sociation; and MRS. MARGARET 
LUCAL, R.N., and MRS. MARY DELE- 
HANTY, R.N., are representatives 
of the American Association of 
Industrial Nurses. The IMA 
President may, on the advice of 
this Consultative Committee, ap- 
point further representatives of 
other groups, or individuals who 
have a valid interest in the pro- 
gram of certification of industrial 
health services. 


Esso 


“ARL ZENZ, M.D., 

* Student in Occupational 
Medicine at the University of 
Cincinnati, will spend a year at 
Allis-Chalmers Manufacturing 
Company as Resident Physician 
in Occupational Medicine. PAUL J. 
WHITAKER, M.D., is Allis-Chalmers’ 
Medical Director. DR. ZENZ re- 
ceived his M.D. at Jefferson Medi- 
cal College in 1949, and is in 
training for the degree of Doctor 
of Science in Industrial Medicine. 
During 1941-42, DR. ZENZ spent 15 
months with Allis-Chalmers as a 
Metallurgical Technician. 


Postgraduate 


T THE Industrial Health Con- 

ference in Philadelphia, April 
21-27, 1956, the total attendance 
was 3,182. The participating 
groups in the Conference were the 
INDUSTRIAL MEDICAL ASSOCIATION, 
AMERICAN ASSOCIATION OF INDUS- 
TRIAL NURSES, AMERICAN INDUS- 
TRIAL HYGIENE ASSOCIATION, 
AMERICAN CONFERENCE OF GOVERN- 
MENTAL INDUSTRIAL HYGIENISTS, 
and AMERICAN ASSOCIATION OF IN- 
DUSTRIAL DENTISTS. The total paid 
registration included 853 mem- 
bers of the INDUSTRIAL MEDICAL 
ASSOCIATION, 


HE RAMAZZINI SOCIETY, at the 

Falmouth sessions in 1955, had 
two vacancies in its membership. 
Nominations were made to fill 
these, and the two physicians 
elected were EARLE A. (BUD) IRVIN, 
M.D., and W. HARVEY CRUICK- 
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SHANK, M.D. The RAMAZZINI SO- 
CIETY will hold its 1956 (Tenth) 
Anniversary Meeting at Tapoco 
Lodge in North Carolina in Octo- 
ber. 


EXAS INDUSTRIAL MEDICAL ASSO- 

CIATION, latest IMA Compo- 
nent Society, is one of the spon- 
sors for the Ninth Annual Health 
Conference for Business and In- 
dustry to be held at Houston, 
Texas, September 20-22, 1956, at 
the Shamrock-Hilton Hotel. 


rector, Lever Brothers Com- 
pany, New York, on July 11, 1956, 
at Case Institute of Technology, 
Cleveland, Ohio, led a discussion 
on “Executive Health,” as part 
of the Institute’s management- 
development program for execu- 
tives. 


| yore J. POUTAS, M.D., Medical Di- 


ILLIAM A. SAWYER, M.D., is one 

of the July, 1956, “GP Per- 
sonalities in the Medical News.” 
Identifying him as “A Presiding 
Officer,” GP says of him: “Pre- 
siding officer at the recent Fourth 
Conference on Medical Care in 
the Bituminous Coal Mine Area, 
sponsored by the AMA’s Commit- 
tee on Medical Care for Industrial 
Workers, was DR. WILLIAM A. 
SAWYER, Chairman of the Joint 
Committee of the AMA Councils 
on Medical Service and Industrial 
Health. Conference objective— ‘to 
develop better liaison between 
state medical associations and 
fund administrators for the ami- 
cable resolution of mutual prob- 
lems stemming from the desire to 
improve quality of medical care in 
the bituminous coal mine area’— 
was carried on by reports, discus- 
sions of current problems and 
suggested solutions. A few weeks 
later, DR. SAWYER was present for 
the dedication and opening of the 
series of 10 hospitals built by the 
United Mine Workers Health and 
Welfare Fund to care for mine 
workers and their dependents, for 
whom many Academy members 
render service. DR. SAWYER, promi- 
nent in the field of industrial 
medicine, is now Medical Consult- 
ant to the International Associa- 
tion of Machinists.” 


RIMERA  CONFERENCIA _Inter- 

Americana de Medicina del 
Trabajo. ...3, 4,5 y 6 de septiem- 
bre de 1956.” This is Spanish for 
“First Inter-American Conference 
on Occupational Medicine,” and 
appears on the first page of the 
four-day program. This year the 


Conference will be held in Miami 


with the University of Miami, 
School of Medicine serving as 
host. It is expected that the Con- 
ference will be repeated next year, 
with the University of Havana 
serving as host. 





Deaths 

ARVEY G. MENSCH, M.D., 55, on 

May 2, 1956, at Harrison, 
New Jersey. DR. MENSCH was born 
in Pittsburgh in 1901, and in- 
terned there at Alleghany General 
Hospital; was physician with 
New Jersey Bell Telephone Com- 
pany and then with Radio Cor- 
poration of America; served in 


Army Medical Corps, 1942-45; 
was a member of New Jersey 
State Neuropsychiatric Associa- 


tion; became a member of In- 
dustrial Medical Association in 
1954; a Fellow, April 25, 1956. 


NDREW A. LOVE, M.D., 60, on 

June 11, 1956, at Burbank, 
California. DR. LOVE was Medical 
Director, B.O.P. Division, General 
Motors Corporation, Southgate, 
California. He graduated D.D.S. 
from the University of Minne- 
sota, 1923, and M.D., University 
of Minnesota, 1930. He was a 
member of the Los Angeles 
County Medical Society, Ameri- 
can College of Surgeons, Ameri- 
can Society of Maxilla-Facial 
Surgeons, and the Industrial 
Medicine Association since 1952. 
He served in the U.S. Naval Re- 
serve, 1918-19; U.S. Navy Medi- 
cal Corps, 1929-30; and the Re- 
serve USN until 1934. 


ELLIVAN M. FUIKS, M.D., 53, on 
April 17, 1956, at Sacramen- 
to, California. DR. FUIKS, received 
his M.D. from the University of 
Iowa, 1927, and his M.S. in 
Orthopedics, 1987; was a mem- 
ber of the Sacramento Society for 
Medical Improvement; Western 
Orthopedic Association; the Or- 
thopedic Board; and Colonel, Med- 
ical Corps Reserve. He was made 
a member of the Industrial Medi- 
cal Association, April 26, 1952. 


KENNETH A. HINES, M.D., 57, on 

May 10, 1956, at Meadville, 
Pennsylvania. DR. HINES was born 
in Meadville in 1898; was on the 
Staff at City Hospital and Spen- 
cer Hospital in Meadville; gradu- 
ate M.D. from the University of 
Pennsylvania in 1927; was In- 
dustrial Surgeon with A.B. Shoe 
Company and Talon, Inc. He be- 
came a member of Industrial 
Medical Association, February 16, 
1952. 














until itching begins... , 
Schering 


PRANTAL | 
first topical anticholinergic CREAM 
2% 


... relieves itching after one or two applications first 
topical i 
... promptly controls weeping and oozing anticholinergic | 







...curbs spreading and possible infection due to scratching 


-..-more economical, too Schering Corporation 
BLOOMFIELD, NEW JERSEY 


Effective against the sweating, itching and scratching 
of contact dermatitis, atopic dermatitis, dyshidrotic eczema, 


and localized neurodermatitis and hyperhidrosis. 


PRANTAL® Methylsulfate, brand of diphemanil methylsulfate. : 
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THE WEIGHT ON HIS FEET 
PUTS A LOAD ON HIS HEART! 


Just about everyone is weight-conscious 
nowadays—which undoubtedly is a good 
thing. For most folks, keeping trim is 
simply a matter of proper diet and mod- 
erate exercise. But the people who really 
need to reduce are the ones who have 
the hardest time. Will power is seldom 


enough; they need help! 


Recognizing this need, many progressive 
companies have begun an Anti-Obesity 
Program to aid overweight employees in 
their efforts to reduce. If your medical 
department is considering such a program, 
it will pay you to talk with the Lederle 
Representative about REVICAPS* d-Am- 
phetamine-Vitamins and Minerals, Lederle's 


effective reducing vitamin capsules. 


Contact the Lederle man directly, or write 
to us and we will have a representative call. 


*, .S. PAT 





LEDERLE LABORATORIES DIVISION 
AMERICAN CYANAMID COMPANY 
PEARL RIVER, NEW YORK 


MEDICAL REPRESENTATIVE 
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XYLOCAINE® HCI SOLUTION ASTRA 


The Name That Marks a New Era in Local Anesthesia 





Xylocaine provides peak values in: 
e Duration e Clinical Effectiveness ¢ Clinical Tolerance e Speed 
e Stability e Versatility ¢ Clinical Predictability ¢ Safety « Depth 


Trade Name : XYLOCAINE Generic Name : lidocaine* 


Chemical Name: ° -Diethylaminoaceto-2,6-xylidide 


CH, 
| Gis 


Chemical Structure: €__S—sxcoct,x ‘ 
| Hy 
CH; 


Potency : Two to three times that of procaine. 
Duration of Action : Two to three times that of procaine. 
Anesthetic Index : 1.8. Surface Anesthetic Index : 8. 


Safety Factor : Two to three times that of procaine (because smaller 
concentrations and volumes are clinically as effective). 

Sensitivity : Allergic manifestations and sensitizing reactions 

have never been reported. 


Inhibition of Therapeutic Action of Sulfonamides or Antibiotics : None. 


Versatility : Effective in local infiltration anesthesia; in major conduction 
anesthesia; in temporary therapeutic blocks for relief of pain; 
in topical anesthesia. 


Available on Request : Descriptive literature, bibliography, and trial supply. 


Supplied : Vials, 0.5%, 1% and 2% in 20 cc. and 50 cc. without and 
with epinephrine 1:100,000; 100 cc. vials, 1% without epinephrine. 
Ampoules, 2 cc., 2% without and with epinephrine 1:100,000. 


*U. 8. PATENT NO. 2.441.498 


- Astra Pharmaceutical Products, Inc., Worcester 6, Mass. ae 
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in inflammatory skin gisenses 





all the benefits of the “‘predni-steroids” 


plus positive antacid action 


to minimize gastric distress 


ROUTINELY ACHIEVED WITH “Co | eltia 


Clinical evidence!.2.3 indicates that to 
augment the therapeutic advantages of 
prednisone and prednisolone, antacids 
should be routinely co-administered to 
minimize gastric distress. 

References: 1. Boland, E. W., J.A.M.A. 160:613, (February 
25,) 1956. 2. Margolis, H. M. et al, J.A.M.A. 158:454, 


June 11,) 1955. 3. Bollet, A. J. et al, J.A.M.A. 158:459, 
une 11,) 1955. 


*CO-DELTRA’ and ‘CO-HYDELTRA’ are the trademarks of Mercx & Co., INC. 


Multiple 
Compressed 
Tablets 


2.5 mg. or 5 mg. 
prednisone or 
prednisolone with 
50 mg. magnesium 
trisilicate and 

300 mg. aluminum 
hydroxide gel. 


(Buffered Prednisone) 


Co ated 


(Buffered Prednisolone) 


mo) 


MERCK SHARP & DOHME 
DIVISION OF MERCK &CO..INC 
PHILADELPHIA 1. PA 
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therapeutic advantages of the “predni-steroids”’ 
antacids should be routinely co-administered 
to minimize gastric distress 
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CO-ADMINISTRATION 
MEANS 





(Buffered Prednisolone) 
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All the benefits of the “‘predni- v4 ()- Beltra 


steroids” plus positive antacid | {) /\ 2.5 mg. or 5 mg. (Buffered Prednisone) 
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/ \* 50 mg. magnesium 
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1955. 3. Bollet, A. J. et al, J.A.M.A. hydroxide gel. MERCK SHARP & DOHME 
158:459, (June 11,) 1955. DIVISION OF MERCK & CO... INC 


PHILADELPHIA 1. PA 


Compressed 
Tablets 


*‘CO-DELTRA’ and ‘CO-HYDELTRA'’ are the trademarks of MERCK & Co., INC. 
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BETTER 


results are obtained 

with STERANE'—3 to 5 
times more active than 
hydrocortisone or cortisone, 


BREATHING 


capacity is greatly enhanced. 
“Relief of symptoms is more 
complete and maintained for 
longer periods with relatively 


small doses.’” 


BALANCE 


of minerals and fluids usually 
remains undisturbed. This 
proves “especially advan- 
tageous in those patients with 
cardiac failure requiring 


, 


therapy...’ 


in bronchial asthma 


terane 


brand of prednisolone 


Supplied: White, 5 mg. oral tablets, 
bottles of 20 and 100, Pink, 1 mg. 
oral tablets, bottles of 100. 

Both de ep-scored, 


,T.G., and Cazort, A.G.: 
Allergy 27:90, 1956. 2. Schwartz, E.: 
New York J. Med. 56:570, 1956. 

3. Schiller, I. W., et al.: J. Allergy 


’ 
27:96, 1956, 


PFIZER LABORATORIES 
Division, Chas. Pfizer & Co., Inc. 
Brooklyn 6, New York 





“The use of alcoho! in an ‘Antabuse’-treated 
patient results in physical symptoms which 
make continued drinking impossible... few 
if any medical contraindications exist.”* 


*Feldman, D. J.: Ann. Int. Med. 44:78 (Jan.) 1956. 


... a “chemical fence” for the alcoholic 
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she does best on he does best on 


“eg wa 
... because only 100 mg. per day of this ... because his allergic symptoms require 
high-potency antihistaminic keeps her free antihistaminic action plus spasmolysis. 
of nasal congestion, sneezing, and lacrima- BENADRYL rapidly relieves his nasal 
tion. And, like most patients who respond blockage, itching, sneezing, and lacrima- 
to low-dosage therapy with AMBODRYL, tion. In addition, its atropine-like action 
she is not troubled by side effects. helps to control his bronchial spasm. 


AMBODRYL Hydrochloride (bromodiphenhydra- BENADRYL Hydrochloride (diphenhydramine 
mine hydrochloride, Parke-Davis) is available as hydrochloride, Parke-Davis) is available as 
Kapseals® and Elixir, and in Steri-Vials® for par- a Kapseals, Capsules, Elixir, Kapseals with 
Ephedrine Sulfate, Emplets® for delayed action, 


enteral use. 
and in Steri-Vials for parenteral use. 


PARKE, DAVIS & COMPANY 


DETROIT, MICHIGAN 











TENSOR... 


the automatic elastic bandage 


ADJUSTS ITSELF 
TO THE SWELLING 





The pressure you apply is the 
pressure TENSOR maintains... 
without constriction! 





You, doctor, set the pressure, and TENSOR 
maintains it exactly. That’s because TENSOR 
is made with heat-resistant live rubber threads 
—keeps its positive stretch and snap-back 
long after elastic bandages made with ordi- 
nary rubber are limp and lifeless. Therefore 
TENSOR gives with the swelling — maintains 
proper support without constriction. Give your 


patients the advantages of TENSOR! 


P.S. New! TENSOR is now made with thin plas- 
tic ends. Your patients can apply it safely, 


without creating bulky pressure points. 


“TENSOR 


ELASTIC BANDAGE 


WOVEN WITH HEAT-RESISTANT LIVE RUBBER THREADS 


PC oAueR & BLACK) 


Division of The Kendall Company 
309 W. Jackson Blvd., Chicago 6, III. 

















IMMEDIATELY AFTER 
STRAIN 


Firm, sturdy support 


MAXIMUM SWELLING 
IN 24 HOURS 


No danger of constriction, 
since TENSOR adjusts 
to the swelling 


NORMAL AFTER 
10 DAYS 

Firm support, because 
TENSOR returns to its 
original length. 








how you can help your organization reduce 


the terrible cost’ of dysmenorrhea 





More than a third of all young women in America are afflicted with 
disabling dysmenorrhea. Each year, 140 million working hours 

are lost because of it. 

You can cut lost time in your organization by making sure ‘Edrisal’ 
is in the dispensary. A combination of Benzedrine* Sulfate—which is 
both antidepressant and antispasmodic—and two highly effective 
analgesics, ‘Edrisal’ is virtually specific in dysmenorrhea. 

It relieves the depression, the cramps, the pain. 

Order ‘Edrisal’ today and save countless working hours now being 
lost to dysmenorrhea. ‘Edrisal’ is available through regular drug 
channels in bottles of 50 and 500 tablets. 


Formula; Each ‘Edrisal’ tablet contains: ‘Benzedrine’ Sulfate (racemic 


amphetamine sulfate, S.K.F.), 2.5 mg.; aspirin, 2.5 gr.; phenacetin, 2.5 gr. 


ANALGESIC + ANTISPASMODIC + ANTIDEPRESSANT 


two tablets every 3 hours 


Smith, Kline & French Laboratories, Philadelphia 


*T.M. Reg. U.S. Pat. Off 





"HEAT RASH SURE GETS ME DOWN- 
I GOTTA GET ME SOME AMMENS? 


Burning and itching of the skin are com- 
mon in overheated job environments or in 
hot weather. Rubbing of sweaty clothes is an 
additional irritant. Chafing often becomes 
stubbornly chronic, especially in the obese. 
AMMENS MEDICATED PowDeER gives mechani- 
cal “slippage” and healing medication for 
the sting of chafing. 


AMMENS’ finely triturated talc and starch 
absorb moisture, soothe and heal heat rash, 
prickly heat or diaper rash. Oxyquinolin and 
zinc oxide help prevent bacterial invasion of 
macerated crevices. 

AMMENS is also excellent for the scrupu- 
lous care and hygiene of the feet which are 
so important to the diabetic patient. 


BRISTOL-MYERS COMPANY, 19 West 50 Street, New York 20, N. Y. 


DISTRIBUTOR FOR CHARLES AMMEN CO.. 
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A COMPLETE LINE OF 
ARTIFICIAL RESPIRATION 
AND INHALATIONAL THERAPY 
EQUIPMENT FOR MODERN 
TREATMENT TECHNIQUES 





M:S-A 
DEMAND PNEOPHORE 


This versatile instrument 
combines automatic inter- 
mittent positive pressure, 
and flow without pressure, 
when desired. Ideal for 
treatment of apnea and 
other respiratory emergen- 
cies. Write for details. 


IMPROVED 
M:S:A PULMONARY 
VENTILATOR 


Effective intermittent 
positive pressure applica- 
tion of aerosols such as 
bronchodilators and bac- 
terio-static agents. Pro- 
vides complete respiratory 
tract distribution. Write 
for details. 





M-S‘A OXYGEN 
THERAPY UNIT 


Supplies oxygen on 
inspiratory de- 
mand to patients 
with voluntary res- 
piration. Fits any 
oxygen cylinder or 
piped system. 
Write for details. 


PUSH BUTTON 
FLOW REGULATOR— 
Optional Equipment 
Used with the Pulmonary 
Ventilator, depression of 
push button initiates flow 


and consequent pressure builds up, insufflating 
patient’s lungs to preset pressure—then auto- 
matically cycles for expiration. Artificial respira- 
tion is thus provided. With other units, push 
button initiates flow from demand valve, and 
can be locked to provide constant flow rate. 





M:S:A PNEOLATOR 


Self-contained automatic artificial 
respiration device that supplies 
oxygen under intermittent positive 
pressure to victims of apnea. Op- 
eration is completely automatic 
and safe. Lungs are inflated to 


predetermined pressure. Cut-off 
permits exhalation by natural re- 
coil of chest and diaphragm. Face- 
pieces for adults and children. 
Unit is protected by rugged carry- 
ing case. Write for details. 


MINE SAFETY APPLIANCES COMPANY 


201 North Braddock Avenue, Pittsburgh 8, Pa. 


At your service—84 Branch Offices in the 


Call the M.S.A. man on your every safety problem 
. . . his job is to help you 


United States and Canada 





now 
Meti-steroid potency and safety 
available for 


topical skin therapy 


new 
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Cream 0.5% 


with METICORTELONE, original brand of prednisolone 
*more active than topical hydrocortisone, 
milligram for milligram 
»no edema and sodium retention reported 
upon topical administration 
- provides topical METICORTELONE in the free 
alcohol form. For effective relief 
of allergic (atopic) dermatoses, poison ivy 
dermatitis and other contact 
dermatoses, nonspecific anogenital pruritus. 
formula: Each gram of Meti-Derm Cream contains 5 mg. of prednisolone, 
free alcohol, in a water-washable base. 
also for allergic, inflammatory dermatoses, 
minor secondary infections 


Meti-Derm Ointment with Neomycin 


formula: Each gram contains 5 mg. prednisolone and 5 mg. neomycin 
sulfate (equivalent to 3.5 mg. neomycin base) in a white petrolatum base, 


packaging: Meti-Derm Cream, 10 Gm. tube. 
Meti-Derm Ointment, 10 Gm. tube. 


Merti-Derm,* brand of prednisolone topical. 
METICORTELONE,® brand of prednisolone. 


MD-J-356 *T.M. 
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allergic to pollen 


... yet fully enjoying summertime 


‘Co-Pyronil’ = 


COMPOUND, LILLY 


PYRROBUTAMINE 


Y 
geancn /nTece!” 
quauity/#e 





. usually eliminates distressing symptoms without causing side-effects; 
allows the allergic patient to enjoy fully this ‘‘funtime”’ season of the year. 


rapid-acting ... relief usually noted 
within fifteen to thirty minutes. 


long-acting. . relief often maintained 
for eight to twelve hours; thus continuous 


relief is provided on a convenient dosage 


schedule. 


complete relief . .. more frequently 
obtained because of the complementary 


actions of two antihistamines and a 
sympathomimetic. 


Supplied as pulvules, pediatric pulvules, and 
suspension. Also, Tablets ‘Pyronil’ (Pyrro- 
butamine, Lilly), 15 mg. 


prescribe relief from allergy... prescribe ‘Co-Pyronil’ 
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INDUSTRIAL 
MEDICINE 


AND 


SURGERY 


Coal Wo rkers’ Pneu Mmocon1os1s 


LORIN E. KERR, M.D., Assistant to the Executive Medical Officer 
United Mine Workers’ of America Welfare and Retirement Fund 
Washington, EC 


“HE LUNG DISEASES of coal miners have been 
the subject of numerous reports since 1822 
when a description of coal miners’ ‘‘asthma”’ 
was published.!' The ‘black lungs” of coal 

miners observed at autopsies were attributed to 
coal dust in 1813,2 and in 1831 the condition was 
associated with 
mining.” Coal dust, the 20th cen- 
tury, generaliy accepted as the primary 
cause of the respiratory disability and the 
morbid pulmonary changes observed in coal 
miners." Silica then became labelled as the only 
harmful dust and silicosis as the only important 
occupational dust ' By 1928, how- 
ever, British investigators were reporting radio- 
vraphic differences between silica and = coal! 
dust exposures.*"* A little later the 1931 and 
1934 amendments to the British workmen’s com- 
pensation legislation focused attention on the 
large number of coal miners with a respiratory 
disability which could not be attributed to silico- 


first identified as a disease 
coal before 


Was 


disease." 


sis.3.5-9 

The British Medical Research Council in 1937 
initiated comprehensive studies of chronic pul- 
monary disease among coal miners with particu- 
lar reference to conditions in the South Wales 
coal field. Their first report identified a new type 
of dust disease as ‘coal workers’ pneumokonio- 
sis.”!” The following year this disease, as distinct 
from, and in addition to, classical silicosis, be- 
came compensable.*:"* In Britain, coal workers’ 
pneumoconiosis is now generally considered to 
be a diagnosable occupational dust disease separa- 
ble into two distinct forms, simple and compli- 
cated. °° 1116 Tt is reported to have characteristic 
pulmonary radiological changes which have been 
observed in workers exposed to hard or soft coal 
and some other carbon dusts.!?:!!.'62! Pathologi- 
cal studies have demonstrated lesions which are 
believed to be specifically characteristic.7:1011.16 

Numerous reports on coal workers’ pneumo- 
coniosis have been made in British medical jour- 
nals,*:':=*32 but relatively few have appeared in 
the U.S., the first having been published in 1947.74 
Most U.S. articles have used such terms as 
“anthraco-silicosis,” “anthracosis,” or ‘miners’ 


reported the presence of coal workers’ pneumo- 
coniosis in the U.S.,!!.*4.45-5! but the extent of the 
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disease in this country is unknown. There is, 
however, a growing segment of opinion that the 
disease may constitute a real problem in the U.S. 
which will stimulate requests for advice and as- 
sistance from practicing physicians, health de- 
partments, workmen’s compensation officials, and 
rehabilitation counselors. 

This article endeavors to present a_ brief 
resume of the British experience which may be 
of some value in the U.S. It summarizes the cur- 
rent understanding of the essential features of 
coal workers’ pneumoconiosis as reported prin- 
cipally by British investigators. The controversial 
aspects of the disease are recognized, but for 
the sake of readability the material is presented 
usually as definite statements which are then sup- 
ported by the pertinent references. 


Diagnosis and Clinical Course 
THE DIAGNOSIS of coal workers’ pneumoconiosis 
is largely dependent on characteristic chest 
radiographs supported by an occupational history 
of exposure to coal dust.!")!1.14.15,17,45,52 The clini- 
cal history and physical examination provide little 
that is helpful in making a diagnosis, but they 
are important in differentiating pulmonary and 
cardiac conditions which simulate or complicate 
the disease.°** Cough, though frequent, is not 
usually distressing until the disease is well ad- 
vanced, when it is often associated with efforts to 
expectorate a tenacious sputum.®:!5-45.42,5496 This 
usually occurs on awaking and leads to severe 
paroxysms of coughing and wheezing which can 
be exhausting. Coal stained sputum is a common 
but usually harmless symptom which may persist 
for some time after the worker leaves the mines. 
‘1054 The copious expectoration of inky black 
sputum, however, occurs only when pneumoconi- 
osis is quite advanced and may be indicative of 
an infectious process.*:!°.!%-°4 Asthenia, loss of 
weight, chest pain, and “‘tightness in the chest’’® 
are usually restricted to the more seriously dis- 
abled workers with complicated disease. 

Severe breathlessness on exertion dispropor- 
tionate to the age of the worker is usually not 
observed until the disease is well advanced.*)5:!! 
15.94.96-58 Exertional dyspnea is usually gradual in 
onset, may be accelerated or accentuated by res- 
piratory tract infections, and may be disabling 
with the increasing age of the worker and severity 
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of the disease. Although exertional dyspnea is the 
coal miner’s most common complaint, it is difficult 
to evaluate precisely.5:.5496.57.59 61 Recent arti- 
cles have suggested the need for making sufficient 
allowance for the effects of age, which in itself 
may be the cause of dyspnea not readily separ- 
able from that caused by coal workers’ pneumo- 
coniosis. This is particularly true of the earlier 
stages of the disease. Psychogenic disturbances 
also may play an important role.** 

Coal workers’ pneumoconiosis is generally a 
progressive disease having a highly variable rate 
Simple pneumoconiosis 
progresses in serial radiographs in the 
absence of further dust exposure or when the 
worker transfers to a less dusty working environ- 
ment. As the dust in the lungs increases and sim- 
ple pneumoconiosis becomes well established it 
may, however, become complicated by the develop- 
ment of massive fibrosis independent of further 
‘62 This produces the second 


8.62.63 


of progression.”* 
rarely 


exposure.” 


dust 
form of the disease, complicated pneumoconiosis, 
the progression of which varies considerably and 


is unrelated to further dust exposure. 
Radiology 
R ADIOGRAPHIC examination of the lungs is es- 
sential for determining the earliest changes, 
severity, progression and prevalence of coal 
workers’ pneumoconiosis. !0:!4.!7.15.05.68 67 A’ stand- 
ardized method of describing and classifying the 
radiographic changes has been developed and ac- 
cepted with minor modifications by the Interna- 
tional Labor Office Conference of Experts on 
Pneumoconiosis in 1950.'* '%.87.55 Subsequent in- 
ternational experience with the classification is 
reported to be sufficiently helpful to warrant U.S. 
evaluation of the system.!*:!7.22.49.5% The classifi- 
cation is purely radiological and does not imply 
a relationship between categories of abnormality 
and “suffering from pneumoconiosis,’’!” the pres- 
ence of a compensable disease or a particular de- 
gree of disability. Twe major types of changes, 
simple and complicated pneumoconiosis, are de- 
fined and the ‘‘dust opacity” is described as the 
basic abnormality. 

The three categories of simple pneumoconiosis, 
designated 1, 2 and 3, are distinguished chiefly 
by the profusion and distribution of the opaci- 
ties. “The characteristic minute 
(0.5-1.5 mm. diam.), more or less circular, and 
fairly well defined in outline. They commonly 
appear in clumps. The appearance is thus granu- 
lar in type but fine linear opacities often connect 
adjacent minute opacities into chains which en- 
close small translucent areas and result in a fine 
lace-like appearance. Large, more or less circular, 
opacities up to 5 mm. in diameter also occur.’ 
The significance of increased linear markings is 
said to be too uncertain for their inclusion in the 
classification. The earliest radiographic changes 
of simple pneumoconiosis may not be associated 
with any clinical or physiological manifestations 
nor do they necessarily indicate the presence of 
17,55,62,68 They are considered, how- 
the 


opacities are 


a disease.!® 
ever, to be the “infallible precursors’? of 


disability associated with the later stages of 
coal workers’ pneumoconiosis. 

The four categories of complicated pneumoconi- 
osis, designated A, b, C, and D, are differentiated 
by the size of the massive shadows and the de- 
gree of the distortion and obscuration of lung 
markings. The earliest changes occur on a back- 
ground of simple pneumoconiosis, Category 2 or 
3, and consist of opacities which are large (1 
cm. or more in diam.) and not as well defined as 
those observed in the simple form. They fre- 
quently resemble tuberculous lesions, both in lo- 
cation and appearance. “In the course of time, 
these shadows tend to grow and coalesce to form 
larger shadows of various shapes and _ sizes’! 
with eventual pulmonary distortion and the de- 
velopment of “gross emphysema.” 

Standard films and photographs illustrating 
the system of classifying coal workers’ pneumo- 
coniosis have been evolved by the Pneumoconiosis 
Research Unit.!7!"22.67.6971 A higher 
tency of proper radiographic classification is usu- 
ally obtained, particularly among less experienced 
observers, with the use of the standard reference 
films. Their use is enhanced when recommended 
standards for the exposure and development of 
patient films are observed.!7:"°.5.7 Tt is also 
recommended that duplicate readings be made 
on all patient films with an additional third read- 
ing in the event of disagreement between the first 
two. Miniature films are not satisfactory for the 
proper classification of coal workers’ pneumoconi- 
osis, and their use should be discouraged.!*:!¥ 


consis- 


67-69, 7 


The correlation of postmortem findings with 
ante mortem radiography has shown that the coal 
macule of simple pneumoconiosis is the cause of 
the granular and pinhead opacities observed in 
the radiographs.!!:!".-+.26.27.66 These opacities are 
striking than those observed in. silicosis. 
Thus, some radiologists unfamiliar with the 
characteristic appearance of coal workers’ pneu- 
moconiosis inclined “to regard the radio- 
graphic changes as trivial and not necessarily 
diagnostic of disease.’* The significance of the 
radiographs is apparent, however, when compari- 
sons are made with the autopsied lung. The ex- 
ceptions are those minimal cases with lesions 
not radiologically apparent. There is a fairly 
close correlation between the two types of exami- 
nations in slight or moderate pneumoconiosis. 
The major difficulty in making a correct radio- 
logical diagnosis of complicated pneumoconiosis 
is the occasional confusion with pulmonary ma- 
lignancies. The radiograph is rarely helpful in 
determining the severity of the focal emphysema 
observed at autopsy.!!:!7,66.73 

Statistical assessment of and 
workers’ pneumoconiosis mortality among coal 
miners has been hampered by the lack of essential 
medical and statistical information. A_ recent 
report’: of a continuing study designed to cor- 
rect these deficiencies presents the first stand- 
ardized mortality rates for coal workers’ pneu- 
moconiosis. These ratios are related to the ante 
mortem application of the international radio- 


less 


are 
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logical classification of the disease. The tabulation 
thus far indicates that the death rate for coal 
miners with simple pneumoconiosis, including 
Category 3, is essentially the same as the gen- 
eral population. The mortality rate for miners 


with complicated pneumoconiosis, however, is 
nearly 30°. higher. 

Etiology 

“HE ETIOLOGY of simple pneumoconiosis has 


10,22,23,55,76-79 


been attributed to many factors!”.*7.25. 
but particularly to the free silica in the coal. 
Histologically, coal workers’ pneumoconiosis and 
silicosis are reported to have little in common, 
9 11,25-27,76,77,79,80 although the coal macule and 
silicosis nodule are said to occur in the same lo- 
cation.*”! According to these reports the chief 
differences are: the silicosis nodule contains less 
total dust; it is considerably more fibrotic; and 
the bronchioles become stenosed as silicosis pro- 
gresses, whereas they dilate with the progression 
of coal workers’ pneumoconiosis. Clinically ex- 
ertional dyspnea is more severe in complicated 
pneumoconiosis and open tuberculosis is a com- 
mon cause of death in but uncommon 
with coal workers’ pneumoconiosis. 

Silicosis develops among a relatively small 
number of coal miners especially those who are 
engaged extensively in rock drilling. Silicosis and 
coal workers’ pneumoconiosis may occur in the 
same worker but usually proper differentiation at 
autopsy is possible.” !!.76.°1.66 Because of the ex- 
tensive use of sand for traction on the rails in 
the haulage ways in the U.S. and the recent in- 
crease in “roof-bolting’” where the drilling may 
be very dusty, it is possible that the silicotic ele- 
ment may be greater in U.S. coal miners than 
realized. 

The higher carbon content (rank of coal) of 
anthracite as contrasted with bituminous coal is 
thought to be a possible cause of coal workers’ 
pneumoconiosis.!")!1,75.77.79 This is unlikely be- 
cause the coal macule is the same in workers ex- 
posed to either anthracite or bituminous coal 
dust and coal workers’ pneumoconiosis (simple or 
complicated) occurs in workers exposed to the 
fine dust of either hard or soft coal.!4.2%,27,50,51, 
nO SO 

The long cold journeys underground and fumes 
from explosives have also been suggested as etio- 
logical factors. The reports, however, of coal 
workers’ pneumoconiosis among men loading coal 
in ships with neither of these exposures have 
negated these theories.”:!!.2525,76,77 At the most 
these are thought to be only contributing factors 
if they are factors at all. 

The essential cause of simple pneumoconiosis is 
the gradual pulmonary accumulation of fine parti- 
cles (less than 5-7 microns in diameter) of coal 


dust.!1.22,24,25,50.51,55 The genesis is thus the sim- 


silicosis 








ple mechanical overloading of the lungs with dust 
rather than the activity of free silica. Related 
factors are the concentration of respirable dust 
in the air, duration of exposure to dust, and the 
worker’s respiratory rate.*! ** Individual suscepti- 
bility is thought to play a minor role. 
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Complicated pneumoconiosis is a combination 
of simple pneumoconiosis and progressive mas- 
sive fibrosis which it is postulated is caused by 
a coal dust modified tuberculous reaction.!!:73.57-% 
This hypothesis is believed to be supported by 
the: tendency of the lesions to occur in the same 
pulmonary areas in which tuberculosis generally 
develops; microscopic appearance of the lesions 
which frequently show evidence of a chronic in- 
fective process resembling tuberculosis; recovery 
of the tubercle bacillus in about 40% of the 
necropsies of complicated pneumoconiosis al- 
though only 1% to 10% (dependent on the popu- 
lation sampled) have a posiitive sputum ante 
mortem; radiological onset and progression of 
complicated pneumoconiosis independent of dust 
exposure; epidemiological studies of the disease; 
and recent animal experiments in which a “condi- 
tion of fibrosis virtually indistinguishable from 
human progressive massive fibrosis’®* was pro- 
duced. Although unproved, the hypothesis is said 
to “remain attractive’!* and to be the “simplest 
explanation’’’ of presently known facts. 


Pathology 

N SIMPLE pneumoconiosis there is widespread 

accumulation of foci of coal dust and a small 
amount of fibrous tissue which appear as black 
spots having a diameter of 5 mm. or less.** 74°": 
11.55 The border of the focus or “coal macule” is 
uneven, having a “Medusa Head”!! appearance in 
contrast to the spherical outline of the silicotic 
nodule. The coal macule usually originates in the 
secondary lobule of the lung where it surrounds 
the respiratory bronchiole with a “sheath” of 
dust and fibrous tissue. The proximal limit of 
this consolidated sheath occurs regularly in the 
region of the terminal bronchiole, but the distal 
limit, being directly related to the amount of ac- 
cumulated coal dust, is variable but rarely ex- 
tends to the alveolar duct. 

The localized accumulation of coal dust is fre- 
quently followed by the dilatation of the associ- 
ated respiratory bronchiole, to form foca! em- 
physema.?*-27,50.51.66 The resultant lesion consti- 
tutes the most striking feature of coal workers’ 
pneumoconiosis and has been observed in the 
autopsied lungs of Welsh, Scottish and Ameri- 
can coal workers.2*:°"°! This focal emphysema is 
rare!! in the “normal lung’’!® and is not “associ- 
ated with the simple silicotic nodule.’®! In addi- 
tion it was not observed in any one of 15 “control 
cases of silicosis.”** It is different from gener- 
alized vesicular emphysema which usually in- 
volves the primary lobule and is characterized 
by dilatation of the alveolar ducts, atria and 
alveolar sacs.°’:73 Although the development of 
vesicular emphysema is thought to be independ- 
ent of dust accumulation, the two types may 
coexist in some coal workers. Any possible func- 
tional significance of the focal emphysema re- 
mains to be determined.*® 

Complicated pneumoconiosis is massive fibrosis 
superimposed on a “good deal’’!® of simple pneu- 
moconiosis.!!:23-26.55.66 Massive fibrosis is repre- 
sented by the formation of collagenous nodules 















(one to several cm. in diameter) which usually 
appear first in the posterior portion of the upper 
two-thirds of the lung. These nodules tend to co- 
alesce and form areas of massive fibrosis, the 
centers of which often cavitate and liquify. In 
addition, hard fibrous nodules having a diameter 
of one cm. or usually occur in the lung 
tissues adjoining the massive fibrosis. They are 
believed to have the same etiology as the massive 
lesions and are referred to as “infective nodules.” 
Contraction of the fibrous tissue in the massive 


disease progresses 


less 


lesions tends to occur as the 
with subsequent distortion of the remaining lung 
tissue and the formation of bullous emphysema. 

The massive lesions develop slowly and have 
their main effect on the pulmonary circulation 
producing a marked right ventricular hyper- 
trophy and dilatation and ultimately death from 
congestive cardiac failure’:!!.2476,99,9699 — This 
rarely occurs in simple pneumoconiosis. Pulmo- 
nary arterial thrombosis and the rapid spread of 
with and bronchopneu- 


also 


tuberculosis caseation 
monia have 


death in complicated pneumoconiosis. 


been reported as causes of 


Respiratory Physiology 

‘HE MAJOR disability of 

moconiosis is an abnormal shortness of breath 
on exertion disproportionate to the age of the 
worker, !".!2,15,45,54,56,57,.61 Exertional dyspnea in 
simple pneumoconiosis is rarely disabling to 
workers under 55 years of age and over 55 it 
may be only moderately disabling. Many workers 
with simple pneumoconiosis have no symptoms, 
others may be slightly breathless on climbing 
stairs, while some older men may be severely lim- 
ited in their activities. In the last group the dis- 
ease frequently coexists with an unrelated heart 
or lung disease which is the major cause of the 
respiratory disability. 

Exertional dyspnea, as a cause of disability 
in complicated pneumoconiosis, may occur at an) 
age and usually increases with the age of the 
worker and the severity of the disease. It is of- 
ten extreme in older men and in the later stages 
of complicated pneumoconiosis. Massive fibrosis 
is usually the main cause of the disability. 

Exceptions to the 
sions prevent estimates of individual disability 
solely on radiographic findings.*:!4:4.°7°%8! In 
fact, the radiographic classification of 
workers’ pneumoconiosis was developed primarily 
to avoid the radiological disability determinations 


coal workers’ pneu- 


preceding general conclu- 


coal 


associated with earlier classifications of silicosis. 
16-19 The individual degree of disability and the 
extent of compensability must be determined 
clinically and physiologically, with an under- 
standing of the natural history of the disease. 
The exertional dyspnea is due to a decrease of 
the total lung volume rather than an increased 
requirement of air for a given amount of work, 
although the latter may also occur in the 
vanced stages of the 8,61,100,1 
decrease in simple pneumoconiosis is usua 
somewhat greater than that which occurs normal- 
ly with increasing age. In complicated pneumo- 
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coniosis, however, the total lung volume is usual- 
ly decreased markediy with increasing age and 
severity of the ‘The diminished total 
lung volume is reported to be due principally to a 
fall in vital capacity with the absolute residual 
capacity remaining relatively constant. Non- 
industrial emphysema, in contrast, often produces 
residual capacity with 


disease. 


an absolute Increase in 


the lung volume remaining normal or even in- 


creased. 

distribution and trans- 
are believed to occur only in the advanced 
pneumoconiosis; to 
with development of 
pulmonale; and to be of much less importance 
than the diminished ventilatory capacity.°* 101.102 
Che available evidence is said to indicate that dis- 
turbed ventilatory function is the “principal 
cause of disability in dust diseases of the lung.” 


‘ 


Disturbances in 
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Measurement of the maximum breathing ca- 
MBC) is the test most frequently used 
exertional dyspnea. #! #3,45,56, 100,101 

A technic which may supplant MBC for 
simple clinical investigation is measurement of 
the expiratory flow rate on a single expiration. 
A number of other physiologic tests such 

as measurement of intrapulmonary gas mixing 
uptake are reported to be 
helpful in a more thorough evaluation of exertion- 
A combination of several 
the form of a discriminant 
n’'’’ is suggested as more satisfactory 
a single physiologic test. Until the develop- 
of more discriminatory tests and standard- 
equipment, it is recommended that there 
a wide clinical use of the simple tests 
available for measuring exertional dyspnea.® 
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Therapy 
‘THE CURRENT treatment of coal workers’ pneu- 
moconlosis is limited to symptomatic relief 
with no known method of cure.!:1!,45,108-110 The 
anatomical changes are believed to be irreversible 
medical knowledge is con- 
cerned. Breathlessness is frequently accentuated 
cold temperatures, bron- 
acute pulmonary infections and 

1% Many men relieved by 

warm room and avoiding sudden 
insofar as possible. Con- 
teaching the men 
bronchodilator 
medication. It is suggested that cortisone may be 
of some value in the treatment of patients with 
severe bronchospasm who have not responded to 
other therapy.!*!! 

Acute pulmonary infections require prompt 
and effective treatment preferably with an anti- 
biotic which should be continued for some time 
patient improved. Troublesome 
some postural 
and in others to full doses of codeine. 
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chospasms, 
coughing. are 
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temperature changes 
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oughing responds in cases to 

inage 
The addition of an expectorant to the early morn- 


ing cup of hot coffee or water is helpful to those 
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with severe shortness of breath upon awaking. 

The medical or surgical treatment of men with 
complicated pneumoconiosis who develop sputum 
containing tubercle bacilli is unsatisfactory and 
rarely increases survival beyond two years.!® The 
treatment of advancing complicated pneumoconi- 
osis with a persistently negative sputum with 
antituberculous chemotherapy is believed to have 
little immediate effect.''2 Long-term chemothera- 
py, however, may have a possible beneficial effect. 
In the absence of a positive sputum, coal workers’ 
communicable disease 
contraindi- 


pneumoconiosis is not a 
and continued employment is not 
cated. 15, 54,59, 91,92 

An upper respiratory infection may precipi- 
tate cor pulmonale which often improves dra- 
matically with rest in bed, large doses of anti- 
biotics and an equable temperature.!°.4°:1¢° The 
usual therapy for cardiac failure is also helpful 
when indicated. Oxygen therapy is reported to 
be of considerable value in both the acute exacer- 
bation and the ambulatory case of cor pulmonale. 

The intermittent positive pressure breathing 
(IPPB) of oxygen combined with a bronchodila- 
tor aerosol is reported to be an effective treat- 
ment for exertional dyspnea.4!:49.!¢5110 The more 
severely disabled workers usually derive greater 
benefit from this treatment with relief ranging 
ordinarily from good to excellent. Improvement 
is usually temporary (a few hours to several 
months) but some of the less severely affected 
men have returned to work in the mines fol- 
lowing such treatment. Regardless of the time 
interval since the last treatment, further treat- 
ment with rare exceptions is said to be effective 
when symptoms return. 

Some general therapeutic measures which are 

are: improvement of nutritional 
status ;* correction of physical defects 
hernia, hemorrhoids) when they interfere with 
satisfactory respiration ;#!!!"!!" and general and 
breathing exercises.’:!°°4.!"% A competent physio- 
therapist is important in teaching these exercises 
as well as in the rehabilitation of those workers 
who may be quite disabled but still employable in 
less demanding jobs. 

A correct and sympathetic explanation to the 
worker of the nature of his complaints is most 
important.?::11.15,.54.55.55.62 Simple pneumoconiosis 
can be clarified by explaining that the retained 
pulmonary dust may cause no more disability 
than the pigmented coal scars on the hand. No 
reference to “pneumoconiosis” is made in ex- 
plaining Category 1, simple pneumoconiosis, be- 
cause of the problems of correct diagnosis and 
the improbability of complicated pneumoconiosis 
developing at this stage.!° A full explanation 
of the disease and individual findings, however, 
is desirable for all men with more than Category 
1, simple pneumoconiosis. The only workers gen- 
erally advised to leave the mines or to change to 
a less dusty job in the mines are those with ad- 
vancing simple pneumoconiosis, Category 1, 
particularly if young, and those with advanced 
pneumoconiosis who are too disabled to work or 
have a sputum positive for tuberculosis. 
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Prevention 
CoAL WORKERS’ pneumoconiosis is a preventable 
~ disease which, with the application of ade- 
quate control measures, could be eliminated.*:!4.%: 
os 7S,52.5459 This would require the effective sup- 
pression of coal dust at its source, whether below 
or above ground. Dust suppression is primarily 
an engineering problem, but to be effective it is 
essential that the engineers, physicians and coal 
workers operate as a team,°#.95,62,75,118 

The increased mechanization of British coal 
mining with its attendant dustiness is considered 
a major factor in the increased prevalence of coal 
workers’ pneumoconiosis in Britain.'4 
Various engineering techniques such as improved 
ventilation and the extensive use of water (in- 
fusion before cutting and sprays during the 
transit of coal) have reduced the concentrations 
of dust underground.**:**:*® The application of 
preventive engineering methods will materially 
reduce the occupational hazards of coal dust but 
at present may not prevent completely the results 
of excessive exposure.**:*#-56.114,115 The prevention 
of silicosis among coal miners is possible by such 
additional measures as the adequate suppression 
of dust from rock drilling and the use of non- 
siliceous materials for rail traction in the haulage 
ways, 1/16 

The eradication of pulmonary tuberculosis in 
coal mining communities is advocated to assist 
in eliminating complicated pneumoconiosis.!*:!* 
°°S In addition workers leaving the mining com- 
munities should receive continued medical super- 
vision because of the possible later development 
of tuberculosis. If tuberculosis develops, members 
of the miner’s family should be examined regular- 
ly to exclude infection in them. 

A further preventive measure is the limitation 
of the total period of dust exposure.®5.62.54,117,118 
This can be accomplished by: limiting the work- 
ing period on a dusty job; placing an upper age 
limit on hazardous dust exposure; and advising 
employment in less dusty jobs when indicated. 

Improved workmen’s compensation legis!ation 
and the enforcement of existing occupational 
health laws and regulations would encourage the 
application and improvement of known preventive 
measures.*)7:5,10,11,55,.76-78,119 Tt jis also generally 
agreed that additional research is necessary to 
solve some fundamental problems, such as the 
etiological mechanism of coal dust and safe lim- 
its of dust concentration. This information is 
essential for the prevention and eventual elimina- 
tion of coal workers’ pneumoconiosis. British 
investigations are being augmented by extensive 
research in six western Continental countries 
where 10% of the coal miners are said to be 
afflicted with some form of the disease.!2° 


Summary 

CoAL WORKERS’ pneumoconiosis is generally con- 
sidered by British investigators to be an oc- 

cupational lung disease separable into two dis- 

tinct forms, simple and complicated pneumoconi- 

osis. The former is due to the pulmonary accumu- 

lation of coal dust which produces a mechanical 


359 





overloading of the lungs while the latter is ten- 
tatively assumed to be due to tuberculosis modi- 
fied by dust. The disease is reported to have 
characteristic pathological and _ radiological 
changes distinct from classical silicosis and to 
be diagnosable by pulmonary radiographs and 
occupational history. Exertional dyspnea is rare- 
ly disabling in simple pneumoconiosis in workers 
under 55 years of age while complicated pneu- 
moconiosis may be a cause of disability at all 
ages. The degree of disability increases with the 
age of the worker and the severity of the disease. 
The exertional dyspnea is thought to be due to a 
reduced ventilatory capacity with little reduction 
in diffusing capacity except in the most advanced 
stages of the disease. Treatment is symptomatic 
with IPPB combined with a_ bronchodilator 
aerosol reported to be an effective adjuvant. Pre- 
vention is possible with the aid of numerous skills, 
the improvement and enforcement of related leg- 
islation and continuing research. 

Coal workers’ pneumoconiosis is recognized 
legally and medically in Britain and medically in 
some other countries. The disease is reported to 
occur in the U.S. but the prevalence is unknown. 

Some of the fundamental problems which re- 
quire further study are: the precise etiological 
role of coal dust; the mechanism modifying the 
possible tuberculous process; the cause and cor- 
rect assessment of the respiratory disability; the 
efficacy of various therapeutic measures; and the 
safe limit of total dust exposure. 
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“That Particular Patient” 


HE CONNECTICUT “Code of Ethics Relating to Occupational Medicine” states that 


4 the industrial physician may “treat minor disorders which temporarily interfere 


with the person’s comfort or ability to complete a work-day or seek other aid o1 
which are of such a nature that that particular patient would not be expected to seek 
other medical attention.” I place particular emphasis on the words “that particular pa- 
tient.”” Perhaps it should be more clearly stated “that particular employee.” In indus- 
try, we are dealing with all sorts and kinds of individuals. The executive may come to 
us with a fairly trivial condition, and we know he is financially able to have this con- 
dition cared for by a private physician. We also know that he has the intelligence to 
understand the problem, and once we have explained it to him, will gladly turn to 
his personal physician for advice and care. On the other hand, we frequently see 
employees whose mental and educational background is such that we know well that 
they are not going to seek aid from a private physician. This is sometimes because they 
do not realize the serious potentialities or more often because their pay won’t stretch 
that far. I feel that we, as industrial physicians, are justified in going considerably 
further with our treatment of non-occupational illness and injuries in this type of 
individual, and I believe that is what is meant in the Code of Ethics by “that particulat 
patient.” If we do not carry out treatment for some of these minor ailments, they may 
well become a major illness and result in loss of time or lost efficiency or even in 
serious disability. As industrial physicians, we are concerned with “the promotion of 
healthful well-being of individuals or groups on authorization of an employer as a 
third party who has a valid interest or intervenes.” I feel that we would be derelict 
in our duty if, in our responsibility to the employee, our patient, or to the employer, 
we did not treat minor non-occupational conditions which we knew were going untreated 
unless we took care of them. We who have been in private practice should have little 
difficulty in distinguishing between the various conditions and the individual employees 
whom we should treat and those we should insist be treated by their personal physicians. 

From an Address entitled ‘“‘The Problems Confronting the Industrial Physician in the Handling of 

Non-Occupational Illness and Injuries,”” by Joun F. Kitcus, Jr., M.D., Chief, Health Services for 

State Employees, Connecticut State Department of Health, Hartford, given as part of a Postgraduate 

Course in Occupational Medicine under the auspices of Yale University School of Medicine, Depart 


ment of Public Health, Section on Occupational Health, Bridgeport Hospital, Bridgeport, Connecticut, 


January, 1955 


Industrial Medicine and 


by Physiological Studies on 400 Unselected Cases of cal Research Council, London, H. M. Stationery Off., 


in 


S 


ine. Medi 
1951, pp 


the Cor 


(Octobe 


wrgery 





Use of 


Gall-Bladder Problems 
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Gower ARE few benign conditions that present 
more potentialities for serious complications 
than gall-bladder disease and few surgical opera- 
tions that require more technical skill and more 
accurate identification of structures 
than the operation of cholecystectomy. One falss 
move may result in a fatality or may inflict a 
ductal injury, which will require a further surgi- 
cal attempt to correct, often unsuccessful. 

Technical difficulties more frequent!y 
countered when there has been 
tory of cholecystitis or after 
of ductal obstruction, cholangitis or 
bladder infection have developed. 

Delay in surgery for gall-bladder disease 
present, therefore, complications of such a seri- 
ous nature that the patient may never fully re- 
cover, although successfully operated upon. 

We are firmly convinced, because we have many 
complications as a 
the gall-bladder, 
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Radiographic Aids in Diagnosis 

VACILITIES are available for the accurate diag- 

nosis of suspected gall-bladder disease. Perfec- 
tion in the technique of visualization of the gall- 
bladder by the use of an opaque medium, has re- 
sulted in the detection of obscure pathological 
conditions and in stone identification. A gall-blad- 
der that does not visualize under favorable condi- 
tions by cholecystography can be considered a 
pathological one. To be effective one must be cer- 
tain that the patient takes the medication, does 
not vomit it, and has no diarrhea. 

Cholecystography does not visualize the extra 
hepatic bile ducts, and the need for an opaque 
medium that will visualize these ducts has long 
been evident. 

Oral cholangiography by Telepague, 
ported by Twiss and Associates,* visualized the 
bile ducts in 85°, of the post cholecystectomy pa- 
tients. Recently, a contrast medium has been de- 
veloped which, when given intravenously, opacifies 
the extra hepatic bile ducts. This has been de- 
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scribed in a preliminary report by Berk and As- 
sociates.! The concentration in the bile by which 
it is excreted is greater than in the blood. Only a 
small amount is excreted by the kidneys. They re- 
port the common duct could be detected in most 
cases and both hepatic ducts and biliary ducts 
were frequently seen. 

Glenn and Associates,” have reported upon the 
use of cholografin in the visualization of the 
extra hepatic bile ducts in the cholecystectom- 
ized paient. It is a non-operative method for 
evaluating the extra hepatic biliary ducts in the 
patient with the postcholecystectomy syndrome. A 
communication from Dr. Frank Glenn® says: “We 
have examined 121 patients who have had persis- 
tent symptoms, or the reappearance of symptoms, 
after cholecystectomy. The common duct was 
satisfactorily visualized in 105, or 86.8%. The 
most frequent evidence of non-visualization was 
jaundice and impaired liver function. Abnormali- 
ties of the biliary ductal system were demon- 
strated in 40 patients, including: cystic duct rem- 
nan, calculi, 11; adhesive bands and stric- 
tures, 11. In 20 patients the only abnormality dem- 
onstrated was a dilation of all or a portion of the 
ductal system to 7 millimeters in diameter or 
more. We believe this is significant. Fifteen of the 
121 patients had no abnormality of the ductal sys- 
tem. In a solitary, obese individual without signs 
of jaundice and with normal liver function, the 
common duct was not visualized. Twenty-six of 
these 121 patients were found by additional ex- 
aminations to have duodenal ulcer, hiatus hernia, 
pancreatitis or renal disease that might wholly or 
in part explain their symptoms.” 
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Liver Function Tests 
I IVER FUNCTION—tests have aided materially in 
the differential diagnosis between ductal ob- 

struction and hepatic jaundice. The clinical evalu- 
ation of the patient, relating to history, onset of 
jaundice and physical examination cannot be dis- 
regarded. A deep jaundice and an enlarged palpa- 
ble non-tender gall-bladder, with acholic stools 
and no urobilinogen in them, are indicative of 
cancer of the head of the pancreas. A jaundice of 
less intensity and a non-palpable gall-bladder 
suggests a calculous ductal obstruction and a con- 
tracted fibrotic gall-bladder. 

The icteric index is the base line for the estima- 
tion of the degree and progress of jaundice. 

The alkaline phosphatase is elevated in most 
cases of ductal obstruction. 

When there is a speedy response of the pro- 
longed prothrombin by vitamin K therapy and 
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there is an associated normal serum protein and 
a balanced albumin globulin ratio, a favorable 
evaluation can be made as to the patient’s ability 
to withstand surgery (Walters) .® 

A prolonged prothrombin that does not respond 
to vitamin K therapy is indicative of severe cellu- 
lar damage of the liver. 

Zollinger,’ states that the cephalin flocculation 
test is elevated in 80% of the cases of medical 
jaundice. The thymol turbidity is not so accurate, 
being elevated in 40° of the cases of medical 
jaundice and in 33° of the cases of obstructive 
jaundice. 

Jaundice of over one month will produce sec- 
ondary liver damage, so the value of liver tests 
must be evaluated, accordingly. Pancreatitis is 
frequently associated with gall-bladder disease 
and the blood amylase is elevated early in most 
acute gall-bladder infections. 


Effects of Ductal Obstruction 

QLOCKAGE to the flow of fluid of any tubular or- 
gan will result in back pressure, tubular dila- 

tation, and distortion of the architecture of the 

structure. This is notably so in urinary obstruc- 

tion which results in a progressive hydronephro- 

sis and severe kidney damage. 

The architecture of the biliary tree is similarly 
affected. Obstruction to the flow of bile by stone 
or inflammation, results in dilatation of all the 
bile ducts proximal to the site of the obstructing 
agent. The peripheral ducts and intercellular can- 
aliculi of the biliary tree eventually become di- 


lated, sacculated, and the terminal ducts often 
rupture and become clubbed. The expanding ducts 


produce pressure upon the surrounding par- 
enchyma with degeneration and liver atrophy. It 
is in reality a hydrohepatosis. This process of the 
effect of bile duct obstruction has been well de- 
scribed by Sanders.* 

Stasis of this nature with desquamation of 
epithelium and accumulation of debris, may re- 
sult in stone formation, which may later produce 
ductal obstruction after surgery. Inadequate 
drainage and infection from this persistent intra- 
hepatic pathology may result in recurrent attacks 
of cholangitis. 

One need only to operate upon a patient with 
deep jaundice, with a small contracted fibrotic 
gall-bladder, and a dilated common duct, con- 
taining mushy granular material, to be convinced 
of the serious error in judgment in advising 
delayed surgery in gall-bladder disease. 


The Non-Calculous Gall-bladder 

S ONE extends his experience in gall-bladder 

surgery, the less he is inclined to remove the 
non-calculous gall-bladder or the _ gall-bladder 
that shows visualization but slow and retarded 
emptying. The results are disappointing. When 
such gall-bladders are removed, solely upon the 
basis of pain and distress, without cholecysto- 
graphic evidence of disease and without gross 
evidence of pathology or the presence of stones on 
exploration, there is likely to be a recurrence of 
the distress, a postoperative dyskinesia. It is 
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possible, in such cases, that small stones in the 
common duct were present and overlooked; but 
this is unlikely without gross evidence of dis- 
ease of the gall-bladder, or of the biliary tract at 
the time of operation. Before operating with such 
questionable symptomatology, other organic dis- 
ease, like pancreatitis, posterior wall duodenal 
ulcer or functional conditions relating to pyloro- 
spasm, irritable colon or ampullary dyskenesia 
should be carefully considered. 

We, like Allen,® think little of the necessity of 
a microscopic slide to make a diagnosis of chole- 
cystitis. Even when cholesterosis is found, chole- 
cystectomy has frequently failed to relieve the pa- 
tient of symptoms. 


Acute Cholecystitis 
CUTE gall-bladder disease is largely an emer- 
gency but not in the sense of a ruptured ulcer 
or an acute appendicitis. A period of time can be 
taken to prepare the patient and to observe the 
progress of the disease. Indications for immedi- 
ate surgery are related to an increase of local 
tenderness and muscle spasm, to a rise in the tem- 
perature and increased white blood count. 

The danger of a spreading infection is not a 
reality. It is more likely to occur in the prolonged 
period of waiting. The infection theory has not 
been substantiated, as usually the acute process is 
due to an impacted cystic duct stone, or to a 
chemical reaction from pancreatic regurgitation 
or concentrated bile. This process may not re- 
solve during watchful waiting but frequently 
goes on to gangrene, perforation, abscess forma- 
tion or peritonitis. More pitfalls result from pro- 
tracted observation than from prompt surgery, 
after a short period of preparation and observa- 
tion. 

When the acute gall-bladder ruptures it will be 
usually either into the liver or into the surround- 
ing peritoneal structures, forming a_ localized 
hepatic abscess or a pericholecystic abscess. It 
rarely ruptures into the free peritoneal cavity as 
it is walled off by the duodenum, transverse 
colon, hepatic flexure of the colon and the liver. 
We have observed in acute cholecystitis an in- 
cidence of about 10 to 12% leakage or perfora- 
tion. 

We have seen many gall-bladders that were 
very gangrenous or had gangrenous areas, that 
recovered without complications following chole- 
cystectomy. Most of the perforations produced no 
more serious complications than a pericholecystic 
abscess or a large necrotic area in the gall-bladder 
bed. These recovered with adequate drainage of 
the abscessed space. 

In five cholecystostomies for acute cholecystitis 
in patients 78 to 84 years of age, two had to sub- 
sequently have a cholecystectomy. 

We have had five perforations into a viscus that 
required operation because of bowel obstruction. 
Three eroded into the duodenum and produced ob- 
struction in the lower ileum, which were relieved 
by operation. Two perforated into the colon, with 
subsequent extraction of an obstructing stone 
from the rectum. 
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Cholecystic duodenal fistulas are frequently not 
recognized until a gall stone is found to be the 
factor in a small bowel obstruction. They usually 
give few symptoms as the gall-bladder has 
emptied itself of stones into the duodenum by 
the formation of a non-surgical cholecystoduoden- 
ostomy. A good stoma permits good drainage and 
no cholangitis. It is only when the stoma is small 
and the gall-bladder cannot drain itself of resid- 
ual stones, that symptoms persist and surgery is 
required. 

I believe the gall-bladder should be removed 
rather than drained except in a few instances 
where age, cardiac conditions or some other 
systemic condition or unfavorable local condition 
demands only the least amount of surgical trauma. 
That the operation is not as difficult as the usual 
cholecystectomy, is evident to any surgeon of ex- 
perience. Edema aids in finding the planes of dis- 
section, which is often difficult in chronic chole- 
cystitis because of dense adhesions. 

The common duct should not be explored, except 
when a stone is palpated or it is very dilated. The 
operative site must always be drained. We drain 
through a stab wound, thus permitting closure 
of the incision without a drainage tube. Drain- 
age through the operative incision may permit 
burrowing of bile and drainage fluids between the 
layers of the closed abdomen, prevent healing, 
and weaken the abdominal wall. 


Exploration of the Common Bile Duct 

T IS NOT our opinion that most common duct 

stones have progressed from the gall-bladder 
through the cystic duct into the common duct. 
The cystic duct is usually too small for any but 
very small stones to pass through it. The size of 
the usual stone or stones in the common duct is 
too large to have been passed through the cystic 
duct. Stones are usually formed in the common 
and hepatic ducts from the same pathologic proc- 
ess that produced them in the gall-bladder. Time 
and again stones are found in the common and 
hepatic ducts when the cystic duct was so small 
that a bird seed could not possibly pass through 
it. It must be assumed, therefore, that most stones 
in the common and hepatic ducts are the result of 
infection in these structures. 

We, therefore, believe there is a greater need 
to explore the common bile duct for undetectable 
stones. We have found no increase in morbidity or 
mortality from this procedure. The criteria for 
opening the common bile duct are well founded, 
but I am sure there are many instances where 
these indications are not present and yet there are 
small stones at the ampulla which if not removed 
will ultimately obstruct the duct. I believe that 
since we have standardized the operation of chole- 
cystectomy and can expose the extra hepatic bile 
ducts with impunity, the common bile duct should 
be explored more frequently. We are constantly 
exploring more of these ducts every year and 
frequently find small stones or partial stenosis at 
the ampulla. I think these unrecognized and un- 
removed stones are the major factor in unsuccess- 
ful cholecystectomy. We open approximately 37% 
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of common bile ducts for exploration and have 
found stones in three-fourths of them. Passage of 
a scoop or dilator through the common duct is 
best done from the left side of the patient with 
the duodenum mobilized, retracted to the left, 
which exposes and straightens out the pancreatic 
portion of the common bile duct. The scoop should 
not be forcefully passed through the ampulla. If 
obstructed, a small dilator should be carefully 
guided through it and gradually dilated to a point 
where a scoop can be passed through it freely into 
the duodenum. The making of a false passage 
through excess pressure should be guarded 
against. 

In rare instances a stone lodged in the ampulla 
can not be extracted through the duct and it be- 
comes necessary to open the duodenum, split the 
ampulla slightly, and extract the stone. This can 
be done with impunity. We have done it many 
times without a duodenal leak. The duodenum is 
opened longitudinally and closed transversely. 

In all explorations of the common duct, the in- 
trahepatic bile ducts as well as the extra hepatic 
ducts, should be thoroughly irrigated with water 
through an inserted catheter, until all washings 
are clear. Frequently small stones are washed 
down from the intra hepatic ducts, which again is 
proof that stones form in the bile ducts as well 
as in the gall-bladder. 

In the event the ampulla is fibrotic and dilates 
with difficulty we have frequently used the long 
T-tube, and left it in for several weeks, with 
gratifying success. It assures against recontrac- 
tion during the period of reaction following dila- 
tation. 

Occasionally it is wise to do duct visualization 
on the operating table. This is to be commended. 
Many use it routinely. We believe that the duct 
can be explored at operation, and that operative 
cholangiography is rarely necessary. 


Biliary Dyskinesia 

HE POSTCHOLECYSTECTOMY syndrome may be 

the result of spasm of the sphincter of Oddi or 
to overlooked stones, cystic duct stump, pan- 
creatitis, or duodenal ulcer. Biligrafin may be 
valuable in detecting overlooked stones or ductal 
obstruction; there is an error of 15 to 20% 
in which visualization is indefinite or not present. 
In any event, if the symptoms persist, we be- 
lieve the common duct should be surgically ex- 
plored. 

The common duct should be opened and care- 
fully investigated for stones. A 4-mm. scoop 
should be passed into the duodenum and the duct 
carefully palpated over it. If in doubt, the duo- 
denum should be opened and the ampulla in- 
spected. If the ampulla is small the anterior por- 
tion of the sphincter of Oddi can be incised. The 
mucosa of the duodenum and the common duct 
should be sutured. This prevents hemorrhage and 
stenosis, and keeps the sphincter open. 


Choledochoduodenostomy 
“HOLEDOCHODUODENOSTOMY is an operation of 
great merit for ductal obstruction at the am- 
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pulla which can not be dilated. It is effective in 
fibrosis from pancreatitis, ampulary stenosis and 
sometimes for carcinoma of the head of the pan- 
creas. A wide stoma will not produce reflux of 
duodenal contents into the liver ducts with result- 
ing cholangitis. It will drain well. Water seeks its 
level, so does bile. Cholangitis comes from steno- 
sis, obstruction and back pressure. The merits of 
this procedure have been discussed and advocated 
in selected cases by Sanders." We have used it 
frequently and found it effective. 


Cancer of the Gall-bladder 
‘THE INCIDENCE of this complication is very low. 

Probably not more than 2° in our experience, 
but recorded by some as 4‘. to 5°. We have al- 
ways found it associated with a calculous gall- 
bladder. No cases have been cured by surgery. We 
have removed large wedges of liver in continuity 
with the gall-bladder. This adds little to the post- 
operative extension of life. The liver is spongy, 
and although all visible cancer is removed, it soon 
recurs. Right hepatectomy has been performed 
without cure. It is a formidable operation, ac- 
companied by excessive mortality and will not be 
accepted as a standard procedure for cancer of 
the gall-bladder. 

The incidence of cancer of the gall-bladder is 
higher than the mortality from gall-bladder sur- 
gery, and cholecystectomy for stones is an excel- 
lent prophylactic measure against the develop- 
ment of cancer. 


Heart Disease and Gall-bladder Disease 

N MANY instances chronic gall-bladder disease 

or ductal obstruction is associated with chronic 
myocardial or vulvular heart disease or becomes 
a problem in one who had previously been the vic- 
tim of a coronary occlusion. We have found that 
these patients withstand surgery remarkably well 
and apparently have a greater heart reserve after 
they have relieved of pain, gas, and in- 
digestion. We have removed some infected gall- 
bladders associated with advanced heart dis- 
with surprisingly good upon the 
heart. Many functional disorders are relieved en- 
tirely. The relationship has been mentioned for 
years and favorable results have been experienced 


been 


ease results 


and reported by others. 


Obstructions in the Head of the Pancreas 

(8S TRUCTIONS from lesions in the head of the 
are usually malignant, suggested 
an enlarged palpable gall-bladder, 


pancreas 
clinically by 
painless progressive jaundice, and acholic stools 
without urobilinogen. Widening of the curve of 
the duodenum is radiologically suggestive. 
Radical resection of the head of the pancreas 
has not proved more servicable than conservative 


operations. The mortality is high, and in about 
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one-fifth of the patients the lesions prove to be 
benign. Biopsy is uncertain and dangerous be- 
cause of pancreatic fistula. 

Radical operation should be done for cancer of 
the ampulla of vater. Our longest survival was 
four years and eight months; death was due to 
another cause. Autopsy was not obtained. 


Summary 

FARLY operation in gall-bladder disease is urged. 
* Complications result in hazards and uncertain 

results. 

Cholecystography and cholangiography are dis- 
cussed. 

Means for early diagnosis of gall-bladder dis- 
ease are available. 

Visualizing processes are becoming Clinically 
applicable for biliary tract delineation. 

Liver functional tests for differential diagnosis 
between hepatitis and ductal obstruction are dis- 
cussed. 

The importance of the clinical 
physical examination must be correlated with any 


history and 
laboratory data. 

The effects of ductal obstruction upon the in- 
trahepatic bile ducts and liver are extensive and 
persistent, and are described. 

The acute gall-bladder and indications for im- 
mediate or delayed surgery are discussed. The 
local condition relating to drainage or removal is 
mentioned as a guide in decision. 

The relation of gall-bladder disease to heart 
disease, and to malignancy is treated in some de- 
tail. 

Some opinions concerning surgery of the com- 
mon bile duct are offered, and the value of an- 
astomosis of the duct to the duodenum is pre- 
sented. 

Palliative surgery is recommended for cancer 
of the head of the pancreas. 

(1612 Professional Building.) 
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HE BROAD acceptance by industry of the princi- 

ple that disease can be detected early through 
periodic health examination, and disability pre- 
vented by the prompt treatment of disorders so 
discovered, makes it essential for those engaged 
in this work to have unequivocal evidence that 
the principle is sound. 

While it appears self-evident that the detection 
of disease is the first step in its eradication, and 
that the earlier this is attempted, the simpler the 
problem, we physicians properly cannot expect 
our confreres in the world of business to accept 
this on faith. It is our responsibility to demon- 
strate both the accomplishments and the limita- 
tions of periodic health examinations. It appears 
to us that a rather formidable superstructure has 
been built on a somewhat inadequate foundation, 
in that industry has widely accepted the periodic 
health examination program somewhat before 
we have provided convincing evidence of its 
value. A symposium such as this provides, there- 
fore, a valuable opportunity to examine the 
soundness of our position in this matter of medi- 
cal importance. 


Methods 
THE METHODS described are those employed in 

the Diagnostic Clinic of the University of 
Pennsylvania. This Clinic, opened three years ago, 
is a staff organization, housed in the Gates Pavil- 
ion of the Hospital of the University of Pennsyl- 
vania, in which staff members function if they so 
desire. 

The health examinations and diagnos- 
tic studies are carried out by members of the 
staff of the Departments of Internal Medicine 
and Surgery, while other examinations are made 
by consultants from various specialty groups. The 
Clinic has, in general, a two-fold purpose: the 
diagnostic study, largely on an ambulatory basis, 
of patients referred by outside physicians, and 
the conduct of periodic health examinations of 
various industrial, professional and 
groups. The work of the Clinic is about evenly 
divided between these two activities. 

The periodic health examination 
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which is the subject of this report, involves at 
present nearly 1000 individuals who are examined 
on an annual or biennial basis. These individuals 
are members of mercantile companies, manu- 
facturing concerns, banks, and publishing and 
law firms. Hence, their occupations are extreme- 
ly varied but in general are executive in nature. 
The average age of the examinees is 50 years, and 
97°, are men. The examinations are on a volun- 
tary except in one company. Of the in- 
dividuals offered the examinations only 4% de- 
clined. 

The repvorting of the results of examination 
varies according to the wishes of the company 
concerned. Where there is a plant physician, the 
original reports are made available to him; in 
some instances he receives a copy of the report 
sent to the examinee’s private physician; in 
other instances the original communication is 
sent directly to him with a copy to the private 
physician. In a few companies no information is 
requested by them from the Clinic, and responsi- 
bility is placed entirely upon the individual and 
his private physician to carry out therapeutic or 
other suggestions. A number of firms request 
that in those situations where the medical prob- 
lems of an employee are of direct concern in com- 
pany planning, the results of examinations be re- 
ported by the Director of the Clinic to the Presi- 
dent of the company on a strictly confidential 
basis. In every instance where this policy exists, 
the examinees agree to it in writing prior to the 
examination. 

In many organizations examinations are made 
annually, in others every 18 months, in some 
they are biennial, with the stipulation that an- 
nual examinations are available to those in whom 
significant medical problems exist. We have had 
no organizations which have discontinued the 
examinations once they have been started, and 
only a small percentage of individuals, not exceed- 
ing 5°-, decline to avail themselves of subsequent 
examinations. 

The initial examination is carried out by an in- 
ternist; all examiners have completed medical 
residency, the great majority being Board certi- 
fied. For this examination, between one and one 
and a half hours are consumed, three-quarters of 
an hour being devoted to history-taking, and 
approximately half an hour to the physical ex- 
amination. The laboratory work consumes about 
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one additional hour, including the necessary time 
spent in preparing for examinations. 

The extent to which the examiner delves into 
personal matters such as intra-familial relation- 
ships, tensions and anxieties centering about oc- 
cupation, habits of work, recreation, drinking, 
etc., varies rather widely. The more mature the 
examiner, the more emphasis he is apt to place 
on these considerations, and the more detail he 
is able to elicit from the examinee. 

The following laboratory tests are performed 
on all examinees: 

Hemoglobin, white and _ differential blood 
counts, urinalysis, two-hour postprandial blood 
sugar, serologic tests for syphilis, electrocardio- 
gram and chest x-ray examination. All individuals 
10 years of age or over are given a proctosig- 
moidoscopy. This is the only examination regular- 
ly made which depends upon the age of the indi- 
vidual. Where colonic polyps are observed, they 
are removed for biopsy at the time of examination 
and fulgeration of the base of the polyp is carried 
out. In the occasional instance where the large 
size of the polyp precludes its entire removal in 
the course of biopsy, prompt excision of the re- 
maining polypoid tissue is recommended. All in- 
dividuals in whom polyps are found, are subse- 
quently studied by barium enema in which the 
double contrast technique is used in an effort to 
detect lesions beyond the reach of the sigmoido- 
scope. 

In addition to the basic studies 
above, each examiner has blanche 
quest whatever additional studies he deems in- 
dicated, and this is done, according to the analy- 
sis of our records, in approximately 60°, of the 
examinees. 

Upon completion of the examination, each rec- 
ord is reviewed and abstracted, and on the basis 
of the recorded diagnoses, is placed in one of 
the four following groups: 

Group I: Newly discovered disease. 


II: 


enumerated 


carte to re- 


Group Known disease. 
Group III: Minor defects. 
Group IV: No defects. 


It is obvious that a given individual with multi- 
ple diagnoses may be incluuea in any or all of the 
first three groups. In order to insure uniformity 
in the classification of patients, the Director of 
the Clinic, in every case, carries out the final 
evaluation of the records. 

A follow-up interview with the examinee, in 
which the examining physician and 
interprets the results of the study, is not a regu- 
lar feature of this program, although it is done 
in isolated instances. While this is a desirable 
feature of the examination it was omitted to min- 
imize the time required of both the physician and 
examinee, and it was felt that such interviews 
could well be reserved for the private physician. 
No mechanism exists in our Clinic for obtaining 
follow-up information from the patients prior 
to their next scheduled examination, at which 
time an effort is made to determine what steps 
have been taken to carry out recommendations 
originally made. 
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Health status of 750 individuals. 


Subsequent examinations are, so far as pos- 
sible, carried out by the physician making the 
initial examination. While this presents certain 
advantages both to the examiner and the ex- 
aminee, it is felt by many that subsequent ex- 
aminations, when made by a different examiner, 
are apt to be more thorough since his unfamiliari- 
ty with the patient, prompts him to be more 
painstaking. 


Results 
‘THE RESULTS of 750 initial examinations are in- 

dicated in Fig. 1. 

The distribution by body systems of newly 
discovered diseases (Group I) are listed in Fig. 
2. Cardiovascular, gastro-intestinal and meta- 
bolic disorders constituted 70°. of the newly dis- 
covered diseases. Of the cardiovascular diagnoses, 
essential hypertension accounted for 85°. Blood 
pressure readings consistently 16095 or over 
were considered to place the individual in this 
category. Coronary artery with early 
angina, made up an additional 7‘, of the diagno- 
ses. The remainder included such entities as oc- 
clusive peripheral vascular disease, paroxysmal 
auricular fibrillation, and the Wolf-Parkinson- 
White syndrome. 

Among the gastro-intestinal diseases, the most 
frequently found lesion was the asymptomatic 
colonic polyp. These eccurred in 60% of this 
group. The great majority were ademomatous in 
type, and in one instance carcinomatous change 
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Fig. 3. 
Treatment status of 750 individuals. 


had occurred. In all individuals proctoscoped the 


incidence of polyps was 6‘. which is in agree- 
ment with many published results. 
Of the remaining gastro-intestinal diseases, 


motor dysfunction of the gastro-intestinal tract 
constituted the largest group (20%). It is in- 
teresting that peptic ulcer and cholelithiasis were 
found in only five instances. This is probably ex- 
plained by the fact that individuals with these 
diseases had sufficiently pronounced symptoms 
to have prompted them to seek medical advice at 
once, rather than to wait for a periodic examina- 
tion. Other gastro-intestinal diseases listed were 
hepatic cirrhosis, diverticulitis, and hypertrophic 
gastritis. 

Of the metabolic diseases, disturbances of pan- 
creatic function were most frequently encoun- 
tered. In 20 instances either elevation of the 
postprandial blood sugar or glycosuria prompted 
further studies which led in three individuals to 
a diagnosis of frank diabetes mellitus requiring 
treatment with insulin, in 15 others to a diagno- 
sis of mild diabetes which was controlled by diet 
alone. Two examples of renal glycosuria without 
hyperglycemia were encountered. In the category 
of metabolic diseases, hyperuricemia with or 
without clinical gout was next in frequency. 

In the genito-urinary category, prostatic dis- 
ease was most frequently encountered, while 
pyelitis, ureteral calculus, myoma uteri and dys- 
functional uterine bleeding were also listed. In- 
guinal hernias, in many instances requiring sur- 
gical repair, were found in 19 individuals. 

Five malignancies were found in these 750 ex- 
aminations, including carcinomas of the rectum, 
stomach, bronchus, carcinoma of a rectal polyp, 
and an epithelioma of the skin. One to three years 
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have elapsed since surgical treatment of these 
lesions was carried out. The patient with car- 
cinoma of the rectum is dead, the remaining four 
are well. 

Obesity was present in 16% of the entire 
group, which finding approximates the widely ac- 
cepted figure of 20° incidence in the general pop- 
ulation. The diagnosis of obesity was not included 
in the category of newly discovered disease since 
it was assumed that its existence was known to 
the examinee prior to the examination. 

The treatment status of both newly discovered 
and previously recognized disease is indicated in 
Fig. 3. In the opinion of the examiners 70% 
of the newly discovered disease warranted treat- 
ment. Where previously recognized disease was 
encountered, nearly half of the individuals, in 
our opinion, could have benefited by additional 
treatment, while only slightly over 25% were 
paying adequate attention to known disabilities. 
It is admittedly difficult to arrive at an accurate 
opinion concerning this latter question, since 
frequently our information concerning the details 
of treatment was incomplete. The results sug- 
gest, however, since all of these individuals were 
at an economic level where good medical advice 
was obtainable, that failure to avail themselves of 
it was often a matter of neglect. 

The incidence of symptoms where significant 
disease was encountered, is shown in Fig. 4. In 
the group with newly discovered diseases only 
slightly over 30° had symptoms attributable to 
the disease found, whereas in those with previ- 
ously recognized disease nearly 50% had symp- 
toms. This would seem to confirm the impression 
that in the presence of symptoms individuals 
sought medical care from their private physi- 
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Fig. 4. 
Symptoms at time of examination. 
750 Individuals. 





cians rather than to wait for periodic health ex- 
aminations. 

What part of the periodic health examination 
gave the information leading to the initia! diag- 
nosis of significant disease? Our figures indicate 
that the physical examinations provided the in- 
formation in 53° of cases, the history in 25°, 
and the laboratory in 22°. It is admittedly diffi- 
cult to judge the accuracy of these figures, since, 
for example, an unrecorded remark made by the 
patient during  history-taking might have 
prompted the examiner to search for a physical 
finding later credited with providing the diagnosis. 
Likewise, a small micro-aneurysm seen on fundu- 
scopic examination might have suggested the pos- 
sibility of diabetes, later established by the labo- 
ratory. In such instances, it is impossible to de- 
termine on what basis the diagnosis actually 
rested. 

The justification for continued examinations at 
periodic intervals after the initial study depends 
upon finding significant new disease in subsequent 
years. It is important, therefore, to determine 
the incidence of newly discovered disease on 
later examinations. Since our Clinic has been in 
operation for only a short time, our data in this 
respect are necessarily scanty. However, they 
indicate that in 150 cases 22°, of examinees were 
found to have developed significant new disease 
in the one- to two-year interval since the initial 
examination. Of the diseases discovered on the 
second examination, 
the most frequently encountered lesion, occurring 
in 13 of the 150 individuals. In 11 they had 
developed or had been detected in individuals 
previously found free, in the remaining two, 
polyps had also been found and removed during 
the initial examination. In seven individuals sig- 
nificant elevations of blood pressure were found 
in those previously normotensive. Some of the 
other conditions found on the second examina- 
tion were as follows: ureteral calculus, choleli- 
thiasis, diabetes, inguinal hernia, duodenal ulcer, 
and thyroid adenoma. 

In 12 instances individuals reported new dis- 
ease discovered elsewhere in the interval between 
examinations. In 29 instances, minor defects not 
noted in the first examination were recorded. In 
11 instances disease considered significant on the 
initial examination present on follow- 
up, either because of treatment in the interim, 
or spontaneous subsidence. In the latter group a 
number of patients originally considered hyper- 
tensive were normotensive on restudy. It should 
be noted that subsequent examinations were fre- 
quently carried out by a physician other than the 
original one. This doubtless accounts for some 
of the differences in diagnosis, particularly in 
the enumeration of minor defects, since some 
examiners were more meticulous in recording all 
of the disorders found. 
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Comment 

\V/ IDE differences of 
value of periodic 

doubtedly exist. The 


opinion concerning the 
health examinations un- 
advocacy of a program 


should rest on the basis of demonstrated accom- 
plishment, and not merely on personal enthusi- 
asm. To overestimate what it can accomplish is 
to retard the development of what we consider a 
distinctly worth-while effort which fully justifies 
the time and money devoted to it. In appraising 
the results, the decision whether certain findings 
indicate significant new disease or merely minor 
defects not materially influencing the health of 
the individual is a purely subjective one, in which 
the enthusiast might well find his interpretation 
at variance with that of his more conservative 
colleagues. One of the most valuable aspects of a 
symposium such as this is the opportunity to 
compare the results of a number of studies con- 
ducted independently by different individuals in 
many localities. 

It seems significant, however, that the avail- 
able results, though obtained by somewhat dif- 
ferent methods and evaluated independently, are 
reasonably consistent. 

The early detection of certain diseases can 
lead to their arrest or to successful treatment, 
while in others, it contributes little. This limita- 
tion, however, does not discredit the effort toward 
early detection and treatment, but merely points 
up the incompleteness of our present knowledge. 
Awareness of the existence of a medical prob- 
lem, even though little can be done about it at 
present, certainly constitutes the first step in its 
ultimate solution. 

Many practical problems in the planning and 
conduct of periodic health examinations remain 
to be solved. The value of each individual proce- 
dure must be demonstrated before it is accepted 
as a basic component of the examination. Only in 
this manner can the maximum yield result from 
the minimum expenditure of effort, time, and 
money. Such an evaluation of the elements of 
the examinations can only be accomplished by 
painstaking analysis of results and by the publi- 
cation of data which permits the comparison of 
various programs. The Industrial Medical Asso- 
ciation is in a peculiarly favorable position to 
provide leadership in this effort. 

The attitude of the physicians carrying out 
these examinations is a large factor in determin- 
ing their success or failure. If they are regarded 
as a chore, and are performed in a perfunctory 
manner, they will fall far short of their purpose. 
If physicians are aware, however, of the sig- 
nificant vield of thorough examinations, their 
approach to the task is more rewarding, both to 
themselves and to the patient. In this connection 
we believe that the avoidance of a fixed and 
“routine” examination and the encouragement of 
individualized study, in which the physician is 
free to make whatever investigations he regards 
necessary, is equally good for him and for his 


patient 


Summary and Conclusions 
ER health examinations have been carried 
-year period in the University 


nia Diagnostic Clinic. The examinees 
yresumably well individuals holding 
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positions of responsibility in manufacturing, 
mercantile, legal, publishing, and banking firms. 
In the examinations we have endeavored as far 
as possible to avoid a routine approach and to 
study each individual in a manner that best suits 
his needs. The results of the examinations indi- 
cate that in one individual out of three significant 
new disease is discovered. In many instances it 
is possible to institute treatment which at best 
eradicates the disease and which at least helps to 
ameliorate the situation. It is our belief that the 
results achieved in the early detection and treat- 
ment of disease amply justify the expense and 
effort of the examinations. In one-half of the in- 


dividuals we encounter disease processes already 
Known by them to exist. The periodic re-evaluation 
of whether such processes are progressive or are 
stationary, and whether they being ade- 
quately treated or deserve greater attention is a 
the health of the in- 


are 
further contribution to 
dividuals concerned. 

It is our belief that through constant efforts 
to perfect our techniques and to increase the 
understanding and interest of both physicians 
and the laity in the benefits to be derived from 
careful and complete periodic health examina- 
tions, a significant contribution can be made to 
the nation’s health. 
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each represented by its own organization. The newest and one of the most dynamic in 


terms of growth is Industrial Medicine. The national organization of physicians in in- 
dustry is the Industrial Medical Association, which concerns itself mainly with the 
application of clinical medicine to the industrial worker. Our does not con 
cern itself with clinical medicine. Instead, we devote our meeting time to the technicali- 
such 


group 


ties of administrative industrial medicine. For example, we are interested in 
problems as the introduction of influenza preventive programs rather than how influenza 
Medical in the development of 
what drugs effectively control diseases; the 


limits of the 


vaccine works; the responsibility of the Department 
an absentee-control program rather than 
development of the most effective plant medical program within the 


corporation budget, rather than the application of clinical medicine in all its phases 
without regard to the cost structure on which the company must operate. There are 
only two other such groups in existence today. Since our members are industrial medical 
in administrative industrial medicine. 
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~URRENTLY there has been a sudden nation-wide 
* increase of interest in physical fitness. Two 
factors seem mainly responsible for this: (1) the 
report of Kraus,‘ and (2) the coronary episode 
experienced by President Eisenhower. 

Kraus and his associates reported’ that the 
physical fitness of American children is much 
lower than that of European children. While less 
than 10°. of European children failed in the 
Kraus-Weber test, 80° of the American children 
failed it. 

President Eisenhower was so shocked by this 
report that he called a conference to consider the 
situation and to find a way to raise the level of 
physical fitness of the American youth. Then, just 
a few days before this conference was to start, 
the President himself collapsed. The apparently 
healthy man, who has been under constant medi- 
cal supervision, suddenly collapsed from an in- 
sidious heart Now he must carefully 
regulate his activities. 

Thus, the children and the President of a great 
nation seemed to be below par physically. What 
about the rest of the population? 

Examination of reports published by Selective 
Service’” indicates that over 60% of men between 
18 and 19 years of age were pronounced unfit 
for service in the Armed Forces. Over 60% of 
young men unfit! And these young men will have 
to go through life with their respective handi- 
caps. A rather grim picture! A picture showing 
that the majority of the people in this country are 
physically unfit! 

Fortunately, this picture is not real and is 
largely based on assumption and confusion. 

Let us consider the Kraus-Weber test. It con- 
sists of six items: two types of sit-ups, leg lift 
in supine and prone position, trunk hyperexten- 
sion (in prone position), and touching the floor 
with the hands while in standing position and 
without bending the knees. 

The percent of failure reported by Kraus, et 
al., is not typical of all American children. In 
Iowa,* this percentage was 66.1; in Indiana® it 
was 17.7, and Wear states that children in Lincoln, 
Nebraska, passed the test almost like European 
children. Around Springfield, Massachusetts, the 
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percent of failure after one test given to 1042 
children after the second test, it was 
40. 

Most failures in this test occur because children 
cannot touch the floor with their hands if the legs 
are kept straight. Moreover, more boys than girls 
fail in this test item. Therefore, this seems to 
make boys inferior to girls in physical fitness. It 
may be that an average American boy living in 
a large city has musculature less developed than 
that of a European child, but the situation can 
hardly be called alarming because, with very 
little extra attention given, children show a 
miraculous improvement in ‘physical fitness.” 

To illustrate: Mr. K. G. Sullivan, of the Long- 
meadow (Massachusetts) Public School System, 
took 20 boys between 12 and 14 years of age, who 
failed in one or more items of the Kraus-Weber 
test and gave them a five-minute warming up 
exercise consisting of movements used in the test. 
After this, 15 out of 20 boys passed the test. A 
week later, 19 out of 20 boys passed the test. The 
one who didn’t pass was a boy who needed medi- 
cal attention. 

A failure in the Kraus-Weber test does not 
justify an assumption that it means a failure in 
physical fitness. 

As to the Selective Service reports, even a 
superficial examination will reveal that most 
causes of rejections were medical, and strictly 
speaking cannot be considered as the result of 
lack of physical fitness which could have been im- 
proved by physical activities. In spite of this, 
physical educators have been frequently blamed 
for this high incidence of rejections. 
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What is Physical Fitness? 

HERE are many definitions of physical fitness. 

The differences depend on the point of view and 
on the capacity to grasp the problem. Some defini- 
tions are short and simple; the others are long 
and attempt to include all the organs of the body 
endowed with either normal or fancy character- 
istics. 

In one of such long definitions, practically all 
organs except the skin are enumerated. It in- 
cludes: “Fit heart and circulatory system with 
marked resistance to cardiovascular fatigue.” 
... “Fit glands of internal secretion and blood” 

... “Fit nervous system for rhythmic alterna- 
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tion of abundant energy and relaxation” 
“Normal sexual vigor and virility.’”! 

A definition containing all these items makes 
one wonder: What is a marked resistance to car- 
diovascular fatigue; why should nervous energy 
alternate rhythmically? Are both sexual vigor 
and virility necessary, and how can either of 
them be developed? This facet of physical fitness 
can be traced to Bernarr McFadden and his 
“physical culture.” 

Shorter definitions are devoid of fancy scaffold- 
ing, are without exaggerated claims, and usual- 
ly succeed in emphasizing the important point. 
Here is a short definition prepared by Darling 
and his associates after they canvassed a num- 
ber of leaders in the field of Physical Education: 
“Physical fitness describes the functional capaci- 
ty of the individual for a task ... . the fit in- 
dividual can perform the task repeatedly with- 
out undue fatigue and has a reserve capacity to 
meet and sustain unexpected stresses which may 
arise.’”* 

My own definition of physical fitness is: “A 
fitness to withstand muscular stresses of normal 
hte,” 

It is obvious that the connotation of the 
word “normal,” while having a relatively narrow 
range for children, covers an extremely wide 
range for adults. The normal life of an East In- 
dian monk, spending his time sitting quietly 
and contemplating, is much different from a 
normal life of an American farmer, or a grocery 
clerk, or a foundry worker. Yet, even the life of 
the Indian monk does not consist of perpetually 
sitting. He needs a certain amount of fitness for 
locomotion. Moreover, he should be fit to cope 
with some emergencies requiring relatively great 
muscular effort. What are these “some emergen- 
cies,” how much additional fitness will they re- 
quire? Any attempt to answer this will be only 
a conjecture. 


How Much Physical Fitness Do We Need? 

0 MAKE this problem easier we will consider 

only adult people in the United States. 

We may divide fitness into three components: 
fitness for living, fitness for recreational hobbies, 
and fitness for holding a job. 

PHYSICAL FITNESS FOR LIVING: 

The first question arises: What is physical fit- 
ness for living? Who knows? The best we can 
say is that a man should be able to walk, not only 
on a level but also uphill; should be able to run; 
should be able to lift and carry some weight. How 
much? 

No acceptable standards ever have been devel- 
oped. The consensus is that it is better to have 
more fitness than less. It is true that some in- 
valids live in spite of greatly reduced fitness, but 
who, among normal people, would choose the life 
of an invalid? This last question, however, is 
vulnerable because some people without realizing 
it, invalidize themselves by restricting their phys- 
ical activities. 

Of course one should not forget that the needed 
degree of fitness depends on sex. The so-called 
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weaker sex, can live longer and happier having 
25° less muscular strength than man. 

PHYSICAL FITNESS FOR RECREATIONAL PHYSICAL 
ACTIVITIES: 

Obviously, the degree of fitness in this cate- 
gory will be an individual matter, depending upon 
the type of individual interest. The question 
arises, however, as to how far one should go in 
pursuing his physical hobby. Should a man after 
10 try to be fit to compete in handball or tennis 
with a youth of 20? Should he participate in 
Marathon races, or join a Polar Bear Club and 
swim in icy water? 

Of course only an extremely small number of 
people practice Marathon races, but one can still 
meet men over 60 participating in this sport. 
The same is true with the Polar Bear Club. The 
participants do these things because they make 
them ‘feel fine.” 

Other persons will play only golf, or go bowling, 
and they do this because it makes them “feel fine.” 
Some just take strolls, and some avoid practical- 
ly all recreation involving physical activities, and 
they “feel fine.” 

Thus the intensity of the effort in recrea- 
tional activities may range from practically zero 
to a Herculean task, and in each case the reason 
given is that it makes them feel fine. 

Some writers, especially Steincrohn,!” insist 
that a man after 40 should greatly restrict his 
physical activities. Steincrohn cites a number of 
cases in which indulgence in physical activities 
led to a fatal outcome. In contrast, one can think 
of many patients, who led an unhappy existence 
because of inactivity enforced by physicians who 
made an error in diagnosis. 

PHYSICAL FITNESS FOR HOLDING A JOB: 

This naturally depends on the type of job. An 
office worker will not need any extra degree of 
fitness beyond that needed for just living. Jobs 
requiring great physical exertion, of course, will 
require greater muscular strength than is needed 
for living. To find out how much fitness is needed 
to hold a job, tests simulating the job can be used. 
Most industrial jobs (80%) however, require 
only a slight or moderate muscular exertion.!! 


The Tests of Physical Fitness 

HERE are many different tests of fitness. They 

can be roughly divided into three groups: mus- 
cular performance, organic function, and a com- 
bination of both.4 A comprehensive review may 
be found in reference?. 

In spite of considerable literature dealing with 
fitness tests, no fully satisfactory tests have been 
developed. The originators of tests either claimed 
to tell all by using a one-item test, or included so 
many items that testing became impractical. 

Frequently tests differentiate between groups 
but fail to do so between individuals unless dif- 
ferences in scores are very large. 

Performance type tests are not dependable un- 
less the full cooperation of the individual is ob- 
tained. Some “organic” tests also suffer from this 
weakness. For instance, how can vital capacity 
be measured if the subject does not cooperate? 





Some combination tests show more evidence of 
the effect of tradition than logic. For instance, in 
scoring the PFI test (Rogers), 
vital capacity has the same value as one pound of 


one cubic inch of 


hand-grip strength. 

The norms for the test are mostly established 
on a student population and therefore may be 
at variance with norms for other populations. The 
result of this is that when an individual scores 
less than an average college student, he is called 
unfit. 

Suppose that a certain individual scored in a 
test 10 points less than another man. So what? 
What’s the difference? Suppose you buy two ties 
in two different stores, one for a $1.00, another 
for $1.10. Someone asks you the difference be- 
tween the ties. The stock answer is 10 cents! You 
may not any other difference between the 
ties. A difference between scores may be just as 


see 


meaningless. 

What is the value of physical fitness testing 
in industry? There isn’t any doubt that physical 
performance tests can be made useful in screen- 
ing applicants for requiring strenuous 
muscular work. This means that probably appli- 
cants for less than 20° of the jobs will require 
testing. Frequently, even for these jobs, testing 
may not be necessary, because an experienced 
man can often “size up” an applicant. 

The industrial tests for applicants have a very 
simple basis. They simulate the job. If a man 
passes them it is assumed that he can handle the 
job. In most cases, this will be true. One should 
not forget, however, that tests are usually of 
short duration and therefore don’t test endurance. 
For this reason, some men who have success- 
fully passed a test may fail on the job completely, 
while the others may work inefficiently during 
the first days, or weeks, of adaptation. 

Performance tests under medical supervision 
are useful when men are expected to work under 
unusual conditions of temperature, humidity, or 
barometric pressure. 

There still exists a widespread opinion among 
the testers that physical fitness is an accurate 
measure of health. There is no denial that when 
health is poor, physical fitness also may be poor. 
When, on the other hand, health is excellent, 
physical fitness may or may not be excellent. 
Probably health and physical fitness go hand-in- 
hand until they reach a level of, say, 70° each. 
After that, they may part company. This hypo- 
thetical statement unfortunately has no other 
basis than a hunch, and is presented as such. 

This writer and his have 
fully used the Brouha (Harvard) step-up test in 
evaluating physical improvement of military pa- 
tients recovering from pneumonitis and rheu- 
matic fever.® The results obtained with this test 
have been used for disposition of the patient on 
discharge from the hospital. 
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How Can Physical Fitness Be Improved? 
HERE is nothing simpler than improving physi- 
cal fitness provided two conditions are met: 
(1) good health, (2) not only a desire but also 


the will to improve. After these conditions have 
been met all that is necessary is to practice the 
activity in which improvement in performance is 
desired. 

If one wants to become stronger he 
practice weight lifting. He may work against ex- 
traneous resistance furnished by dumbbells, bar 
bells, and springs, or use his own body weight 
for chinning, dipping, and other exercise. 

If it is endurance that is needed, one should 
practice endurance exercises. Results are usually 
obtained better under the supervision of an ex- 
perienced instructor. 

How much time is needed to gain a desired 
degree of fitness? One can easily understand that 
no dogmatic answer is possible. It depends on 
many factors: age, the initial degree of fitness, 
the desired degree of fitness, the amount of time 
one is willing to give to training, and individual 
differences, 

In one experiment conducted by the 
a group of jail inmates had to ride bicycle ergo- 
meters five days a week. After one month the best 
improved his performance six times, or 
600°-, while the worst one improved only 50°. 
After 22 weeks, the best improvement was 
$1420°,. One man, who at the beginning of the 
experiment could not last on the bicycle more than 
10 minutes, at the end of the experiment could 
ride over six hours. 

Likewise one can increase his strength in a 
relatively short time, and in two months add up 
to one and one-quarter inches to the girth of his 
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writer,” 


man 


“biceps.” 

There are many non-profit and profit making 
organizations promoting development of physical 
fitness. There are also free physical fitness ses- 
sions provided for the executives in various busi- 
ness organizations. There are many ex-athletes 
and home-made experts who offer programs for 
improving health and physical fitness. These 
programs vary from mild ones consisting of set- 
ting-up exercises to strenuous ones requiring a 
great deal of running and swimming. The results 
obtained depend on the strenuosity of the pro- 
gram. 

An intriguing question, however, is: What type 
and how much of fitness should be developed? The 
answer to this question will depend on the trainer. 
An ex-weight lifter will speak in terms of weight 
lifted, an ex-swimmer in terms of all-around 
activities which will include running, chins, dips, 
squats, etc. The basis for judgment is usually 
arbitrary, the main argument being that, in the 
past, those men who reached a certain level re- 
ported that they felt better, worked better, and 
felt less tired at the end of the day. 

Suppose we accept this testimony as an abso- 
lute truth; then, is it not possible that at a higher 
level of fitness the same man will feel much bet- 
ter, will work much better, and will tire much 


less easily? 
Conclusion 


7ROM an industrial point of view, physical fitness 
is fitness to do the job. Over 80% of the jobs 
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require only light or moderate muscular exertion; 
therefore, not only men but women qualify. More- 
over, even physically handicapped persons may 
qualify for some jobs. As a matter of fact, the 
handicapped persons often are more efficient 
workers than the non-handicapped. 

If so little physical fitness is needed to do the 
job, shouldn’t the worker and management be 
satisfied with a minimum of fitness—a minimum 
which will allow a worker to drag himself away 
toward home? Of course not. 

If a person minimum fitness, then 
even a light job will require a maximum effort on 
his part. No one can work efficiently at the top 
of his physical capacity. 

Industries are usually safety-margin conscious. 
If a certain product is designed to withstand a 
required degree of stress, the manufacturers usu- 
ally design it to withstand a much greater degree 
of stress. For the same much higher 
than minimum degree of fitness is preferred in a 
worker. 

When a worker begins to show signs of unfit- 
ness for the job, he still may remain employed if 
he is given a new job which fits him. This prac- 
tice has had a measure of success in some pro- 
gressive industries. 

The value of a worker cannot be measured in 
terms of physical fitness, or even in terms of 


possesses 


reason, a 


tween workers and management based on real 
or imaginary economic injustice, the solidarity 
between the partners may be increased through 
either active or passive participation in recrea- 
tional activities. An average college graduate 
is tied more strongly to his Alma Mater by the 
varsity teams than by classroom activities. An 
average industrial worker may react in the same 
way. 
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Investment per Job 


HERE is a growing capital investment required to provide jobs for employees, 
cic in different types of companies from $4,000 to as high as $90,000 per 
employee. The Machinery and Allied Products Institute reported in 1954 that it 
takes about $11,400 in investment to create a job in American industry—with the aver- 
age investment in plant and equipment per worker of about $9,800. Figuring deprecia- 
tion of existing facilities used by workers, the average investment is about $4,8v0. 
However, in terms of adding thousands of dollars for the land and natural resources 
that industry uses, MAPI estimates that assets of all non-financial business in the 
U.S. total almost $700 billion. If farmland is excluded from that total, we get an 
average investment per worker of $11,400. In light of current depreciation in industrial 
plants, it costs $450 per worker per year merely to maintain the jobs we now have. 
Here are some figures reported by the Policyholders Service Bureau of the Metropoli- 
tan Life Insurance Company in 1948 of capital investment per employee in some well- 
known companies: Consolidated Edison ($25,000); Socony-Vacuum ($12,126); Stand- 
ard Oil ($5077); Elgin Watch ($4379); Goodyear Tire and Rubber ($3993); Kodak 
($2111). The average investment per employee in General Electric (Schenectady) dur- 
ing 1954 exceeded by almost $2000 the national all-industry figures—the company in- 
vested an average of $14,280 per employee. If cost of training individual employees was 
added to this amount, it would be raised substantially. For example, to train one ma- 
chinist or draftsman, GE states an investment of $2500 is made by the company. In 
railroading, it costs $22,000 to keep a man “working on the railroad.” In the steel in- 
dustry, there is a capital investment of $90,000 behind every man. 


From “Personnel Costs: The Difference Between Profit and Loss,” Publication of Industrial Psycholozy, 


Inc., Research Department, Tucson, Arizona. 
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OSSES to industry in production and income as 
r a direct result of alcoholism have been 
timated at upward of a billion dollars a year.! 
Easily computed in dollars and cents are the 
actual costs of man-hours lost from the job and 
of accidents precipitated by “hangovers.” The 
outlays of public funds for imprisonment or medi- 
cal treatment of the inebriate, and for care of his 
family during his idle periods, are matters of 
record. Not evaluated, however, are 
the indirect losses from alcoholic addiction?—the 
progressive deterioration of the potentially use- 
ful worker, and the detrimental influences on his 
home and social environment that inevitably alter 
his value to his employer. 

The importance of alcoholism 
economic and public health problem is indicated 
by a recent estimate that about 6% of American 
males are problem drinkers, and of these about 
one and a quarter million are chronic inebriates.! 
Addiction to alcohol among women is more diffi- 
cult to estimate, since the economic problem in- 
volved is generally less acute.! However, since 
women have become a significant part of the 
labor force, it is now realized that the incidence 
is rising, and some observers have suggested that 
alcoholism may be nearly as common among wom- 
en among men.' Even more alarming is the 
increasing abuse of alcoholic beverages by the 
younger generation—the potential workers of the 
future. In the opinion of a recent investigator, 
one in every 15 among today’s youths will become 
a habitual inebriate unless effective measures are 
employed to prevent such a disaster.! Since seri- 
ous complications may be expected after 10 years 
of heavy drinking,* the young adult alcoholic al- 
ready may have laid the groundwork for physical 
and mental decline before he reaches the peak 
period of his industrial productivity. 

Compulsive drinking, it is said, is more promi- 
nent in this country than in Europe.* Certainly 
the striking contrast between the high rate of 
alcoholism among the American-born offspring 
of European parents and the more moderate use 
of alcohol by the European-born themselves is 
particularly obvious to any physician who prac- 
tices in an industrial community with a large 
population of foreign extraction. It has been my 
observation, in of practice among the 
this study was furnished as Sparine® 
Hydrochloride, by 
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foreign-born and their American children and 
grandchildren, that there 1s no significant drink- 
ing among the first generation—their efforts are 
concentrated on earning and saving. The second 
generation, however, seem not to experience the 
same drive to become established and achieve a 
place in the community; hence they tend to spend 
more of their income on diversions, which often 
lead to alcoholic excess. The third generation 
learn even earlier than did their fathers to pur- 
sue the psychological attractions of alcohol at the 
expense of most other interests. 

What is the reason? Does a softening of the 
personality and character structure occur with 
increases in economic opportunities and easing 
of the struggle for the necessities of life? Are 
these individuals actually immature emotionally?; 
if so, why? This phase of the problem offers an 
interesting field for sociological and psychiatric 
study. In the meantime, what is to be done to 
stem such vast human and financial waste? Here- 
tofore, little has been available for management 
even of the acute episode short of restraint, seda- 
tion and supportive treatment. The old theory 
that administration of alcohol prevented delirium 
tremens in the acutely inebriated was exploded 
long ago. Such heroic measures as spinal drain- 
age have no rational basis in the therapy of al- 
coholism and have been largely abandoned. Digi- 
talization often was thought necessary to support 
the overburdened and weakened heart through 
the period of violent agitation and hyperactivity. 
Infusions of nutrient solutions, salt, and vita- 
mins have a logical place in therapy to restore 
fluid and nutritional balance in the body im- 
paired by vomiting and prolonged nutritional de- 
ficiency, but such measures increase the problems 
of ward care. 

Although adequate sedation remains a prime 
requisite, the conventional central nervous sys- 
tem depressants heretofore available have ren- 
dered the patient either so heavily stuporous as 
to be helpless, or restless, confused and combative 
from the after-effects. Bromides were never 
entirely satisfactory, and usually had to be al- 
ternated with doses of alcohol. The risk of bro- 
mide intoxication was considerable, since in some 
patients evidence of bromism developed early and 
on low blood concentrations. It has been known 
for 20 years that patients with delirium tremens 
are generally refractory to moderate doses of 


Industrial Medicine and Surgery 





fs 
CH; CH;- HCl 


Fig. |. 
Promazine Hydrochloride. 


narcotics, and that adequate doses are prone to 
produce untoward effects.“ Paraldehyde tends 
to produce a secondary stimulation and in addi- 
tion is undesirable because of the objectionable 
odor and taste. The barbiturates also are general- 
ly contraindicated because of the characteristic 
“after-kick,” to which many alcoholics become 
habituated. Chloral hydrate, although an older 
and less potent agent than the newer compounds, 
is safer and more reliable than the hypnotics in 
routine use.® 

Development, in the past two years, of chemi- 
‘al compounds (ataraxics) for the purpose of 
altering mood and quieting excitation without 
hypnosis has initiated the rise of a new era in 
the management of alcoholism.‘ The unique ac- 
tivity of these agents, the “‘narcobiosis” of De- 
court,*® has supplanted stupefaction of the patient 
produced by the older drugs through depression 
of the higher centers in the cerebral cortex. Al- 
though the pharmacological functions of such 
compounds are not yet fully understood, those of 
the phenothiazine series, in particular, are be- 
lieved to exert an inhibiting effect on the sub- 
cortical areas of the central nervous system. Pa- 
tients under medication show little response to 
disturbing stimuli, since the intensity is con- 
siderably reduced. 

Chlorpromazine and the derivatives of Rau- 
wolfia have been rather widely recommended for 
treatment of alcoholism, but the enthusiasm of 
the early reports has been markedly tempered by 
recognition of the numerous disadvantages of 
both.® Although chlorpromazine reduces excita- 
tion in a moderate percentage of patients without 
excessive somnolence,'® the unpredictability of 
action and serious toxic effects are deterrents to 
routine use.!!:'!2 In my private practice there has 
been considerable complaint of nausea after 
chlorpromazine by mouth, and a number of itch- 
ing skin eruptions have occurred. 

In the alcoholic, whose vasomotor mechanism is 
notoriously unstable, chlorpromazine has pro- 
duced severe hypotension often enough to justify 
alarm. According to one report, there was a defi- 
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nite risk of precipitous fall in blood pressure in 
the acutely inebriated if more than two 50-mg. 
doses of chlorpromazine were administered over a 
period of four hours!*; parkinsonism has been ob- 
served following continuous administration of 
chlorpromazine. The patients complained of 
severe pain after intramuscular injection, and 
allergic cutaneous eruptions were a source of 
much inconvenience and unhappiness to the 
nurses. Their rubber gloves, it was reported, af- 
forded no protection to their hands, since the fab- 
ric was destroyed by the substance at every point 
of contact.!* 

These and a number of other factors influenced 
us to try promazine (dimethylamino-n-propyl 
phenothiazine) (Fig. 1), which is said to have 
exhibited, in animal'* and clinical!® studies, 
similar pharmacological properties but less acute 
toxicity than chlorpromazine. In promazine, the 
chlorine radical, which, it is now realized, is un- 
necessary for production of ataractic effect, has 
been omitted from the molecular structure. It has 
been shown!! that promazine lacks the _ pro- 
nounced and undesirable depressive effects asso- 
ciated with administration of the chlorinated 
compound, chlorpromazine (Fig. 2), which result 
in lethargy and mental and motor retardation. 


Method 

TIFTY-FOUR consecutive, unselected clinic pa- 

tients (48 males, six females) were treated with 
pror: «zine. Most were actively employed, on 
moderate income, in the industries located in 
this iarge metropolitan area, and the majority 
were members of families that had emigrated 
from southern, central, or eastern Europe. All 
had been drinking a number of years. Many had 
been admitted on several previous occasions, 
sometimes as often as three or four times a year, 
and in these the established pattern was an in- 
evitable progression from acute inebriation to 
active delirium tremens. 

The youngest patient was an apparently 
healthy 24 year old man; the oldest, a senile man 
of 74. The majority were in the 40 to 60 year 
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age group; the median age was 49 years. An 

alarming observation, however, was that 30% 

were young men in the 20's and 30's. 
Twenty-four (45°) were admitted in active 


delirium tremens, characterized by hallucinosis, 
tremors, agitation, hyperactivity, and diaphore- 
sis. 

In 16 (30% ) delirium tremens was impending. 
These patients were weak, unsteady, tremulous, 
sweating, and extremely apprehensive. Several, 
having experienced delirium tremens before, were 
able to recognize the early symptoms and had 
overdosed themselves with sedatives before ad- 
mission in an attempt to forestall the active stage, 
but had succeeded only in aggravating their con- 
dition. 

Most of the patients with active or impending 
delirium tremens were admitted during the drink- 
ing episode. A few had been without liquor for 
two to 10 days. 

Fourteen (25° ) were merely acutely inebri- 
ated. Some were noisy, belligerent and difficult 
to manage; others were tremulous, nervous and 
nauseated, or drowsy and stuporous, after which 
they became violently active in about three or 
four hours. 

Treatment of concomitant illnesses is very im- 
portant in management of the alcoholic. In this 
group the percentage of complications was high- 
41°. Evidence of liver disease was present in 
24°, ; two of these were admitted in hepatic coma, 
and one in convulsions. One had parkinsonism, 
two had cardiac involvement, three had esophageal 
varices, three had gastric ulcers, two had asthma, 
one had alcoholic neuritis, and one a_ possible 
Korsakoff’s syndrome. Five patients were suf- 
fering from pneumonia; one had a severe lacera- 
tion of the scalp with cerebral concussion; in one 
both feet were frostbitten; one had furunculosis 
of the entire body. Practically all were in poor 
general physical condition. 


Treatment 
N THE early part of the series, 13 of the patients 

received the routine treatment for alcoholism 
initially (laxatives, high colonic irrigations, con- 
ventional sedatives); and two were medicated 
with chlorpromazine by mouth, one receiving 
eight doses of 50 mg. in two days, and one re- 
ceiving six doses of 60 mg. with two grains of a 
quick-acting barbiturate, with no result. Proma- 
zine was then instituted. 

For 39 (72%) promazine was started immedi- 
ately on admission; no routine measures or other 
preliminary medications were used. 

The dose of promazine was standardized at 100 
mg. by mouth four times a day for all but three. 
One of these received one dose of 25 mg. intra- 
muscularly, and one received one dose of 100 mg. 
intramuscularly, after which oral medication was 
substituted. One 29 year old man was admitted, 
critically ill, in severe delirium tremens; 100 mg. 
was administered intramuscularly every six hours 
for three doses a day during the first two days, 
and then he was placed on 100 mg. orally, four 
times a day. 











Five of the acutely inebriated patients recov- 
ered after only two doses of 100 mg. admin- 
istered throughout a 12-hour period (overnight). 
These slept soundly throughout the night and 
were discharged in good condition and able to 
return to their jobs the following morning. Nine 
patients required three to seven doses. These, too, 
slept throughout the night, and were discharged 
late the following day in condition to resume 
work. 

The majority—381  patients—required eight 
to 16 doses, over a period of two to four days. Ten 
patients who were violently ill, and suffering from 
severe complications, required 19 doses or more. 
Two of these (one with Korsakoff’s syndrome, 
and one with cirrhosis of the liver), both of 
whom had pneumonia and asthma, remained 
under treatment for 10 and 12 days, respectively, 
after which they were transferred to other wards 
for further treatment of their various medical 
problems. 

Most of the patients became quiet at once and 
fell into a sound but not stuporous slumber after 
the first dose; some awakened in about four hours 
and received a second dose; others slept through- 
out the night. Nausea and vomiting ceased after 
the first dose. 

In nine of the 16 patients admitted with im- 
pending delirium tremens active symptoms were 
prevented, although in previous admissions seven 
of them had invariably passed into the acute 
stage when the signs of incipient delirium tre- 
mens appeared. 

Nine patients recovered from delirium. tre- 
mens in 12 hours; i.e., after one to three doses 
of the medication and a day or night of sound 
sleep. In eight patients hallucinations and trem- 


ors subsided in 24 hours; and in seven, in 48 
hours. 

Six patients, all seriously ill, hallucinated 
for 72 hours, after which one cleared sponta- 


neously. For the other five, when the delirium and 
tremor did not subside after 48 hours, ACTH was 
administered intramuscularly in doses of 40 mg. 
every six hours for one to three days, after which 
the sensorium cleared rapidly and tremors ceased. 
We wonder now whether larger initial doses of 
promazine, perhaps administered by vein, might 
not have shortened the period of delirium in 
these resistant without hormonal medica- 
tion. 

Persistence of symptoms seemed related, not 
to the age of the patient or the apparent severity 
of his inebriation, but to the seriousness of the 
complicating conditions. 

In the entire series, the period of delirium was 
materially shortened; the over-all average dura- 
tion of acute symptoms was 2.1 days per patient. 
The average stay in the alcoholic ward until 
discharge or transfer to other medical or surgical 
departments was 3.3 days per patient. Unless pre- 
vented by complicating illnesses, all were able to 
return at once to work after discharge. 

No side effects occurred during treatment of 
this group. No patient complained of dizziness, 
and there was no evidence of orthostatic hypoten- 
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TABLE I. 
DEATHS IN SERIES—10% 


Patient 


Age Condition on Admission Cause and Time of Death 


60 Impending DT’s. Broncho- Went into active DT’s on 
pneumonia, esophageal vari- second day. Controlled in 48 
ces, cirrhosis of liver. hours. Temperature _ rose. 

Transferred to medical ward 
for treatment of the pul- 
monary infection. Died of 
pneumonia four days later. 


29 Impending DT’s. Advanced Improved first day. Went 
cirrhosis of liver. Admitted into active DT’s on second 
in convulsions. day, continuing till four 


days later. Cardiac failure. 
Active DT’s. Advanced cirr- Although delirium subsided 
hosis of liver, esophageal in 48 hours, died late on 
varices. second day in hepatic coma. 
Very severe active DT’s. Delirium subsided first day. 
Condition critical. Admitted Second day was” eating, 
to aleoholic ward from talking rationally to nurse 
emergency room. Had taken Sat up in bed, and expired 


over-dose of barbiturates suddenly in cardiac failure 


50) Acute inebriation. Advanced Agitation subsided within 
cirrhosis of liver, esophageal 24 hours, but patient died 
varices, cardiac disease. on third day in_ hepatic 

coma. 


sion. None experienced headache or gastric dis- 
comfort after swallowing the tablets, and no cu- 
taneous evidences of sensitivity were seen. 

There were five deaths (mortality 10% ). All 
occurred as a result of the severe complications 
(Table 1). Two of these patients were admitted in 
impending delirium tremens. One, a 60 year old 
man, had bronchopneumonia, esophageal varices, 
and cirrhosis of the liver. He went into active 
delirium tremens on the second day, which was 
controlled in 48 hours. His temperature rose and 
he was transferred to the medical ward for 
treatment of the pulmonary infection. He died 
of pneumonia four days later. The other, a 29 
year old man with advanced cirrhosis of the liver, 
was admitted in convulsions. The convulsions 
were checked and he improved throughout the 
first hospital day. On the second day he relapsed 
and went into active delirium tremens which 
continued until death four days later in cardiac 
failure. 

Two of the deaths occurred in patients ad- 
mitted in active delirium tremens. One, a 33 
year old man, had advanced cirrhosis of the liver 
and esophageal varices. Although the delirium 
subsided in 48 hours, he died late on the second 
day in hepatic coma. The other, a 55 year old man, 
who was admitted to the alcoholic ward from the 
emergency room, was in critical condition with 
very severe active delirium tremens. He had taken 
an overdose of barbiturates in a vain attempt to 
forestall the acute stage. His delirium subsided 
on the first day. On the second day he ate normal- 
ly, and talked rationally. He attempted to sit up 
to speak to a nurse, and expired suddenly in 
cardiac failure. 

The fifth patient, a 50 year old man with ad- 
vanced cirrhosis of the liver, esophageal varices 
and cardiac disease, was merely acutely inebri- 
ated at time of admission. His agitation was con- 
trolled within 24 hours, but he went into hepatic 
coma and died on the third day. 
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TABLE II. 
METHODS USED AND RESULTS OBTAINED IN ROUTINE 
TREATMENT OF THE ACUTE ALCOHOLIC EPISODE 


Average Average 


No. of duration hospital Mortality 
Patients Diagnosis Therapy of DT’s stay % 
156 Acute and chron- Conventional 5 days 9 days to 10 
ic aleohclism measures 1 mo. 
with delirium 
tremens. 
54 Acute and chron- Promazine, 2.1 days 3.3 days 10 
ic alcoholism 100 mg. 
with delirium q.i.d. 
tremens. 
Comment 


“THERE WAS a wide difference between the meth- 

ods employed and the results obtained in man- 
agement of the acute alcoholic episode in this 
series and in those used previously, even up to 
March of the present year (Table II). In the 15- 
month period immediately previous to the start 
of this study, 156 patients were admitted in 
delirium tremens. All were treated by convention- 
al methods. In no case did the delirium even be- 
gin to subside in 48 hours; symptoms persisted 
actively in the great majority for five days or 
more. The over-all average hospital stay was 12 
days, and in a number was extended for three 
weeks to a month. 

No intravenous fluids or clyses were required 
for any of the patients treated with promazine; 
when agitation and vomiting were checked the 
patient could be fed by mouth at once. There- 
fore there was no need of special nursing. 

Isolation, maximum restraints, strong rooms, 
and barred windows are no longer used in the 
alcoholic ward. Protection of the patient from in- 
jury is accomplished by medication which con- 
trols his agitation and restlessness and causes 
him to sleep. Much less supervision is required. 

From the information derived from this pre- 
liminary series it is realized that promazine can 
be administered with complete confidence. The 
drug is not habit-forming, as are so many of 
the agents formerly used. The clinical response is 
predictable, and the course of treatment can be 
easily followed. Therefore we now handle alco- 
holic patients in the same manner as any other 
group with medical problems. Alcoholism can be 
treated in the general hospital, and the uncompli- 
cated case of delirium tremens in the regular 
medical wards. 

Since, under the medication, the patient is 
quiet, tractable, sleeps soundly yet responds to 
directions, and can be roused as necessary, there 
is no reason why many of these patients cannot 
be treated at home by the family physician pro- 
vided adequate supervision can be maintained. 
Among working people hospital expense is a 
serious burden. Since hospitalization insurance 
does not cover treatment of the alcoholic, any 
medication that enables his family to take care 
of him at home and that rapidly restores him to 
condition for work is a great boon to his de- 
pendents and an advantage to his employer. 

Essential as it is, however, medical treatment 
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to terminate the debauch solves only part of the 
problem. Far more important are correction and 
strengthening of the usually barren, inadequate 
character structure of the patient himself.'*:'° 

The logical solution, in my opinion, is the es- 
tablishment of state-supported rehabilitation 
clinics to provide an organized program through 
which the energies of the alcoholic may be chan- 
neled into more constructive activities. On com- 
pletion of the medical treatment necessitated by 
the acute episode, the patient should be placed 
on probation under the supervision of the courts, 
and should be made to understand that his at- 
tendance and participation are mandatory. Treat- 
ment should be continued for at least a year, 
with continuance of maintenance medication. The 
cost, although perhaps considerable, would repre- 
sent but a fraction of the present losses from 
alcoholism, and would go far toward preventing 
the enormous waste sustained by industry and 
the community at large. 


Summary 

’T'HE FIRST step in checking the vast human and 
financial waste from alcoholism is more effi- 

cient control of the acute alcoholic episode. 


A preliminary series of 54 patients, of whom 
30% were men between 20 and 38 years old, 
were treated with promazine, as part of a con- 
tinuing study. Daily dosage totaled 400 mg., ad- 
ministered by mouth. Practically all were in 
poor general physical condition. Serious compli- 
cations were present in 41%; 24% had evidence 
of liver disease. Seventy-five percent were ad- 
mitted in active or impending delirium tremens. 

Most patients became quiet after the first dose 
and slept soundly but not heavily. The average 
duration of acute symptoms was 2.1 days per pa- 
tient; and the average hospital stay, 3.3 days. 
There were no side effects. All were able to return 
to work unless complicating illnesses prevented. 

Promazine is non-habit forming, and may be 
used by the family physician for care of the 





alcoholic at home. Alcoholism now can be treated 
in the general hospital, and delirium tremens in 
the regular medical wards. 

Rehabilitative measures to correct and 
strengthen the defective character structure of 
the alcoholic are recommended. 

(88 Highiand Avenue.) 

Acknowledgment is due the nursing staff of the 
Psychiatric Department of the Medical Center of 
Jersey City who assisted in the management of the 
patients during this study and in accumulation of 
the data for this report.| 
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Walk Through the Plant? 


ET’S TALK about physical or working environment. It is obvious that a healthful 
L working environment is of the utmost importance in the maintenance of employee 
health. Yet how many plant physicians ever walk through the plant to observe health 
and safety conditions? And if they do, are they then able to get a hearing by manage- 


ment on their specific recommendations? Only recently our physician on a regular tour of 
the plant discovered that a paint booth was located only a few feet from a spot welder 
that threw sparks periodically. It had been there since the plant was started, and yet 
the hazard was not evident to us. Last weekend we spent nearly $1,000 to turn the paint 
booth completely around and eliminate this potential explosive situation. It is possible 
that the matter might never have been noticed until an accident occurred, unless our 
doctor had known that he had a responsibility for working environment beyond the 
walls of his office. And let’s not forget our nurse in this connection: In our ease, she, 
too, is expected to tour the plant periodically. To help her know the safety hazards of 
our particular kind of work, we had our nurse actually work on the assembly lines for 
three weeks before she, shall we say, “escaped” to the confines of the plant dispensary. 


From “The Expanding Scope of Industrial Medicine’’ by H. W. 


Plant Community Relations, General Electric 


Company, Specialty Control 


TULLOCH, Manager, Employee and 


Department, Waynesboro, 


Virginia, in American Association of Industrial Nurses’ Journal, June, 1956. 
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A Rehabilitation Program 
for the Industrial Amputee 


M. M. AMRICH, Certified Prosthetist 


Chicago Rehabilitation Center, Liberty Mutual Insurance Companies 


HE WORKMEN’S compensation laws of practi- 

cally all the states require that the employer 
or his insurance carrier provide an employee who 
has suffered a major amputation by reason of in- 
dustrial injury with a prosthesis. Some of the 
state acts also specify that the employee is en- 
titled to subsequent replacement or repair of the 
prosthesis. 

Successful rehabilitation of the industrial am- 
putee requires not only proper surgical selection 
of amputation site and careful preparation of the 
stump but it also requires definitive selection of 
the type of prosthetic device, based upon the type 
of work to which the employee is expected to re- 
turn, as well as adequate supervised training in 
the use of the prosthesis, and counseling toward 
selective job placement. 

About 12 years ago Liberty Mutual Insurance 
Company recognized the significant fact that 
many amputees were not successfully fitted for 
or trained in the use of the prosthesis. Almost as 
soon as the company opened its first Rehabilita- 
tion Center in Boston in 1943 it became evident 
that there was a real opportunity to study and 
apply methods of fitting and training amputees 
in the hope of more effective and productive job 
placement. 


Preparation 
IBERTY MUTUAL’S rehabilitation program for 
the industrial amputee provides a continuous 
flow of service from the onset of injury until the 
amputee is returned and adjusted to gainful em- 
ployment. Initiating this service is a specialized 
rehabilitation nurse whose first contact with the 
patient is made while post-surgical care is being 
administered at the hospital. With her knowledge 
of industrial requirements, she is able to help 
with the many problems and questions confront- 
ing the amputee: financial responsibilities, fami- 
ly care, prosthetic appliances and training, self- 
dependency, and future job possibilities. Assist- 
ance with these, plus literature on the Rehabilita- 
tion Center, enables the amputee to concentrate 
on the goal of maximum recovery. Periodic visits 
by the nurse during the convalescence period help 
to maintain his interest in becoming rehabili- 
tated; the nurse provides him with a healthy 
positive approach toward realistic goals as a 
substitute for the negative, hopeless feeling that 
he is “all through.” 
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Copies of the attending physician’s initial re- 
port and subsequent re-examinations, plus the 
nurse’s reports are sent to the Rehabilitation Cen- 
ter for review by the Medical Director and 
prosthetist. These reports contain information as 
to the age, personality, family status, educational 
and occupational background, medical and ortho- 
pedic complications, and other factors that will 
have an influence on an effective and successful 
program. Suggestions or recommendations by the 
staff orthopedist and prosthetist are made in a 
report to the responsible branch office in order 
to prepare the amputee thoroughly for his forth- 
coming rehabilitation program. 

Recommendations by the orthopedist may in- 
clude such suggestions as revision of the am- 
putated stump at a more suitable site, care and 
treatment of such complicatiens as neuromas and 
spurs, and other treatment that might avoid a 
delay in the over-all program. The prosthetist’s 
recommendations are made to insure that an ade- 
quate pre-prosthetic program is being carried out 
for stump shape and shrinkage, muscle tone, and 
range of motion in joints proximal to the site of 
amputation. 

The correct shape and size of the stump can be 
achieved by the amputee with proper instructions 
in the care and wrapping of the stump. An ac- 
cepted practice is the application of a 4- or 6-inch 
elastic bandage to the stump in recurrent and 
figure eight fashion. Primary compression is 
applied to the distal end of the stump, with pro- 
gressively less tension proximal to the site of am- 
putation. In this manner, an edematous, bulbous, 
or redundant stump is avoided which would be a 
hindering factor for a successfully fitting prosthe- 
sis. The amputee must be instructed to rewrap 
the stump three or four times daily in order to 
maintain constant pressure and enhance the 
shrinking process. Hygienic care by daily bathing 
or soaking is a must in order to eliminate the 
possibility of skin complications. 

Increasing the muscle tone on the amputated 
side can be initiated by static contraction of 
muscle groups as part of the post-surgical pro- 
gram. For example. on lower extremity amputees, 
quadriceps and hamstring setting can begin with 
the amputee in a supine or sitting position. Like- 
wise, on upper extremity amputees, static con- 
traction of the forearm flexors and extensors 
can be part of an early program. This must have 
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medical approval and supervision to eliminate 
the possibility of complications to sites of frac- 
tures, lacerated muscle tissue and suture lines. 
Generally speaking, a mild routine can be safe- 
ly started 10 days to two weeks post-surgically 
and progressively increased. 

Maintaining full range of motion to all joints 
proximal to the site of amputation is a must, if 
complete functional value is to be derived from a 
prosthesis. The prevention of contractures in 
the knee, hip and elbow joints, and stiffening of 
the shoulder joint is the chief reason for initiat- 
ing active motion in these joints as soon as pos- 
sible. Nothing is more discouraging to the staff 
of a rehabilitation center than to be confronted 
with a contracture of a knee or elbow joint in an 
otherwise ideal below-knee or below-elbow ampu- 
tation. Such an unwarranted complication neces- 
sitates an additional several weeks of pre-pros- 
thetic training—valuable time which delays the 
amputee’s early return to work. Actively the am- 
putee can be instructed in the use of progressive 
resistance exercises to prepare himself for the 
fitting of and training with his prosthesis. Resist- 
ance for these exercises can be provided by sugar 
or flour sacks filled with sand, and bricks or bar- 
bell weights which can be suspended from the 
stump by a padded belt or cuff. In addition, an 
active program will promote the elimination of 
edematous conditions in the distal portion of the 
stump. 


Role of the Rehabilitation Center 
WITH THE approval of the attending physician, 
arrangements are made to transport the am- 
putee to one of Liberty Mutual’s Rehabilitation 
Centers. The method of transportation, need for 
attendant care, wheel chair arrangements, am- 
bulance service, hotel accommodations, and meet- 
ing the amputee at his destination are some of 
the preparatory problems of the field rehabilita- 
tion nurse. 

That the Rehabilitation Center is the most 
logical place to treat the amputee effectively is 
shown by the services available to him. The staff 
at the Center consists of orthopedic specialists, 
internist, manager, prosthetist, physical and oc- 
cupational therapists, rehabilitation nurse, coun- 
selor, and medical and general secretaries. Avail- 
able as consultants are such specialists as neu- 
rologists, neurosurgeons, psychiatrists, and psy- 
chologists. The Rehabilitation Center program for 
the amputee is instituted by the orthopedic and 
medical examinations and is carried out through 
prescribed and supervised treatments in the fields 
of physical, occupational, and recreational thera- 
py on a full-day, five-day-week basis. 

The initial orthopedic examination is made in 
the presence of the staff prosthetist, the physical 
and occupational therapists, and the rehabilita- 
tion nurse counselor. Problems or complications 
related to the fitting of the amputee are discussed 
by the prosthetist and orthopedist and used as a 
basis for the type of prosthesis to be prescribed. 
Physical and occupational therapy is prescribed 
by the orthopedist and supervised by the thera- 


pists. Subsequent progress re-examinations are 
made during the pre-prosthetic and prosthetic 
training program. 

The staff prosthetist supervises and assists in 
the daily program and thus becomes better ac- 
quainted with the amputee. This personal daily 
contact and the data collected from formal and 
informal discussions enable the prosthetist to de- 
termine the proper prosthetic prescription. Such 
information as educational and vocational back- 
ground, interests and hobbies, future job possi- 
bilities, mechanical ingenuity and accessibility to 
prosthetic shops is utilized in making the final 
prescription. 

The physical, occupational and recreational 
therapy departments are completely staffed to 
supervise the program on a daily basis. Pre- 
scribed physical therapy treatments consist of the 
accepted modalities of heat, massage, and pro- 
gressive resistance exercises. In addition, floor 
mats, parallel bars and orthopedic stairs are 
part of the equipment utilized for pre-prosthetic 
and prosthetic training. Occupational therapy 
utilizes woodworking projects, looms for weaving, 
printing press, and the common activities of 
daily living. Recreational therapy consisting of 
games devised for promoting specific functional 


return, such as dowel checkers—and amputee 
‘heckers, table tennis, pocket billiards, and 
shuffleboard round out the rehabilitation pro- 


Combined effort by these departments 
the amputee to achieve functional 
from his prosthesis together with a practical ap- 
plication at bench work, rug weaving, printing, 
activities of daily living, and recreational games. 
A coordinated program enables the amputee to 
gain skills, dexterity and coordination, and in- 
creased endurance as a preparation for early re- 
turn to gainful re-employment. 


gram. 


assists use 


Selection of Prosthesis 
"7 HE PRINCIPAL consideration in the proper selec- 
tion of a prosthesis for the industrial amputee 
is the future job or position to which he is to re- 
turn. Job possibilities based on his past work, 
aptitudes, abilities and vocational interests are 
discussed with the employer and the amputee. 
With the future job in mind, the prosthetic pre- 
scription can then be properly made. 

In considering the prosthesis, the materials and 
parts used must be lightweight, yet durable and 
efficient to permit a full day’s work. Willow-wood 
incorporated in conventional lower-extremity 
prostheses with durable ankle, knee, and hip 
joints is found to be most practical. Likewise 
leather, plastic with fiber-glass re-enforcement, 
nylon-coated cable, or nylon cord should be used 
in upper extremity prostheses to withstand the 
continued hard daily wear. 

Complicated mechanical devices and appliances 
should be avoided whenever possible. The simple 
utilitarian devices with maximum practical 
function are the ones that hold priority in ful- 
filling the prosthetic prescription. For example, 
the stainless steel utility hook is much more dur- 
able and practical than one of less durable metal 
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containing complicated mechanical features. An 
appliance that will not stand up under various 
job situations, necessitating constant repair and 
work interruptions, will soon discourage the am- 
putee—with a non-wearer as the outcome. It also 
is unfair to the employer who has re-hired the 
amputee, because poor attendance and reduced re- 
liability result from frequency of breakdowns and 
necessity for constant repairs. Such interruptions 
may result in loss of employment for the ampu- 
tee and an avoidable failure by the employer in 
completing the final phase of rehabilitation. 

In conjunction with the avoidance of compli- 
cated mechanical devices, maintenance of the 
prosthesis should be a problem that can easily be 
handled by the amputee. With the exception of 
major repairs, such as broken joints, and major 
adjustments, such as socket liners, the amputee 
must be able to care for and maintain his prosthe- 
sis and appliances in order satisfactorily te hold 
his job. While at the Center the amputee is thor- 
oughly instructed in this care and maintenance. 
All the mechanical devices are dismantled to ac- 
quaint him with their care and reparable fea- 
tures. An upper-extremity amputee must be able 
to replace, repair or adjust wrist units, elbow 
units, control and harness suspension, 
while a lower-extremity amputee must care for 
ankle, knee and hip joints, back checks, knee 
stops, and suspension belts. These repairs and 
adjustments can be made by soldering, riveting, 
stitching or sewing, and lubricating, and can be 
performed in any simple workshop with a mini- 
mum of equipment. This responsibility for care 
and maintenance enables the amputee to appreci- 
ate the value and importance of his appliance. 


cables, 


Fitting the Prosthesis 

‘HE STAFF prosthetist supervises the measure- 

ments and fitting of the prosthesis by the 
limb manufacturer. Special adaptions which may 
deviate from the standard are discussed with 
the manufacturer to be sure that such ideas can 
be incorporated. Being familiar with the ampu- 
tee’s specific problems, the staff prosthetist is in 
an advantageous position to see that the most 
suitable type of prosthesis is properly fitted. 
Seme of the considerations include types of feet, 
ankle joints, knee joints, suspension belts, termi- 
nal devices, terminal control systems, and harnes- 
ses. Needless to say, the prosthesis must be cus- 
tom made and fitted. The necessary adaptations 
cannot be incorporated into a mail order prosthe- 
sis, because there is inadequate opportunity for 
proper prescription and special design. 

Through the cooperation and exchange of ideas 
between the staff prosthetist and the limb manu- 
facturer an excellently fitting prosthesis can be 
made. The test of a properly fitting prosthesis 
occurs while the patient is participating in the 
prosthetic training program at the Center. Dur- 
ing prosthetic training, the final adjustments 
are made to insure comfort and a proper fit. 
Through careful daily supervision, the staff 
prosthetist is able to detect and recommend, or 
make, immediate adjustments. In this way the 
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training can continue without inter- 


ruption. 


program 


Training 

N THE prosthetic training program a daily 

process of observation and examination by 
either the orthopedist or the prosthetist occurs. 
Progress examinations and reports are made by 
the orthopedist weekly or bi-weekly to avoid com- 
plications to the stump or to the physical condi- 
tion of the amputee. Similar observations and re- 
ports are made by the staff prosthetist on a daily 
basis. 

Therapeutically the physical and occupational 
therapists strive to assist the amputee in ob- 
taining maximum function and utilization of his 
prosthesis for coping with future work. When 
possible, work situations and activities are cre- 
ated or utilized. No time limit is set on the train- 
ing program; it is not concluded until the staff 
and the amputee feel that maximum results have 
been attained. 

In addition to the advantages of supervised 
prosthetic training, the environment of the Re- 
habilitation Center psychologically assists the 
amputee in adjusting to his prosthesis. Daily 
living with other industrially injured patients 
and in many instances with other patients with 
similar disabilities brings out characteristics of 
courage and determination that might otherwise 
remain dormant in a protected home situation. 
The effect of assurance and praise by the Center 
staff is a stimulant to the self-confidence so im- 
portant in the early stages of prosthetic training. 


Follow-up 

HE rehabilitation program does not terminate 

for the industrial amputee with his discharge 
from the Center. The rehabilitation nurse in the 
amputee’s locality, when called upon, assists him 
in the early stages of adjustment to his new job. 
Periodic visits are made to insure proper main- 
tenance and care of his prosthesis in order to 
be assured that his work meets with the stand- 
ards set by his employer. Special privileges or 
created jobs are not requested, while on the 
other hand he is encouraged to use his own ini- 
tiative in contacting his employer for re-employ- 
ment and performing the duties of his job to his 
best ability. Competing with the able-bodied on 
an equal basis creates a greater sense of re- 
sponsibility and commands praise and respect 
from his fellow workers and his employer. 


Statistics 

N THE 12 years since Liberty Mutual opened its 

first Rehabilitation Center: 465 major am- 
putees have been referred to these centers for 
treatment. Four hundred and seventeen of these 
amputees have been fitted under the supervision of 
the staff prosthetists; however, 51 had previously 
been fitted but required new prosthesis. Twenty- 
one of the cases referred needed major altera- 
tions; six did not require alterations, and in 21 
a prosthesis was not recommended. There were 
17 patients who were either referred for further 
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surgery, or refused treatment, or were rejected 
by the Center as not being suitable for fitting and 
training. As of September, 1955, 431 cases have 
completed the recommended training program, 
of which 345 (80% ) have returned to gainful em- 
ployment. In addition, 20 of the cases completing 
training are able to work; however, their present 
work status is unknown. 


Conclusion 
N CONCLUSION, the rehabilitation of an indus- 


obtained from a program which provides a con- 
tinuous flow of services from the onset of injury 
to the placement back into gainful employment. 
With such a cvordinated program, the amputee 
is treated as an individual—physically, and job- 
wise. To treat and fit the amputee according to 
type, e.g , below-knee, above-elbow, will fall short 
of the ultimate goal of return to industry. To 
fit him in accordance with future job require- 
ments and individual personality will provide a 
greater degree of success; this is evident in the 
number of successfully re-employed industrial 


trial amputee cannot be confined to the fitting 
of a prosthetic appliance. The best results are 


amputees. 


“Acirema” the Beautiful 


DESCRIPTION of people in the United States in the manner of anthropologists 

describing primitive people, by Dr. Horace Miner, of the University of Michigan, 
appears in American Anthropologist (June). This “as yet undescribed tribe” he calls 
“Nacirema.” (Try reading it backward.) ‘“Nacirema culture is characterized by a 
highly developed market economy,” Dr. Miner reports, “which has evolved in a rich 
natural habitat. While much of the people’s time is devoted to economic pursuits, a large 
part of the fruits of these labors and a considerable portion of the day are spent in 
ritual activity, the focus of which is the human body, the appearance and health of 
which loom as a dominant concern in the ethos of the people.” Each home, he says, has 
at least one shrine devoted to these rituals. Center of the shrine is a “charm box” built 
into the wall. This box is usually full to overflowing with magical packets of curative 
drugs. Beneath the charm box is a font. Each day every member of the family in turn 
enters the shrine room, bows his head before the charm box and proceeds with a brief 
rite of ablution. The daily body ritual performed by everyone includes a mouth-rite. 
Despite the fact that these people are so punctilious about care of the mouth, this rite 
involves a practice which strikes the uninitiated stranger as revolting. “It was re- 
ported to me that the ritual consists of inserting a small bundle of hog hairs into the 
mouth, along with certain magical powders, and then moving the bundles in a highly 
formalized series of gestures,” Dr. Miner says. “In addition to the private mouth-rite, 
the people seek out a holy-mouth-man once or twice a year. These practitioners have an 
impressive set of paraphernalia, consisting of a variety of augers, awls, probes and 
prods. The use of these objects in the exorcism of the evils of the mouth involves almost 
unbelievable ritual torture of the client. The purpose of these ministrations is to arrest 
decay and to draw friends. The extremely sacred and traditional character of the rite 
is evident in the fact that the natives return to the holy-mouth-men year after year, 
despite the fact that their teeth continue to decay.” 1956. 
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The Shoulder Cuff Syndrome 


RALPH A. JESSAR, M.D., Instructor in Medicine 
University of Pennsylvania School of Medicine and Graduate School of Medicine 


Philadelphia 


Y DEFINITION, the shoulder cuff syndrome re- 

fers to those painful disabilities of shoulder 
which occur as a result of involvement of the 
musculotendinous structures which form the 
rotator cuff of the shoulder. These structures in- 
clude the muscles, tendons and bursae of the del- 
toid, supra- and infra-spinatus, teres major and 
minor, subscapularis, coracobrachialis, and long 
head of the biceps. The muscles and tendons which 
form the rotator cuff of the shoulder are contigu- 
ous to the glenohumeral, acromioclavicular and 
scapulothoracic articulations; involvement of 
these latter structures may lead to painful dis- 
ability of the shoulder. Hence, in its broadest 
sense, this terminology may be used to refer to 
the syndrome of the painful shoulder. 

It follows from this definition that painful 
shoulder syndromes may arise from lesions di- 
rectly involving the articular, capsular, muscular, 
tendonous, and bursal structures of the shoulder 
joint. Conditions arising from involvement of the 
structures just noted are referred to as the in- 
trinsic shoulder disorders. Those disorders aris- 
ing outside the shoulder but referred to it are 
known as the extrinsic type of painful shoulder 
disorders. Any disorder causing the painful 
shoulder syndrome, either intrinsic or extrinsic, 
can potentially lead to fibrous changes in and 
about the shoulder joint with the late development 
of the frozen shoulder. 


‘HE diagnosis of the painful shoulder syndrome 

and the determination of its etiology are often 
difficult; adequate differentiation requires that 
a complete history and physical examination be 
done. Laboratory and x-ray examinations are usu- 
ally required. Careful physical examination of the 
shoulder is always indicated. It is only through 
complete evaluation of the patient in terms of 
history, physical examination, and laboratory 
studies that the extrinsic causes of this syndrome 
can be eliminated from consideration. 

The extrinsic causes of shoulder pain are cata- 
logued in Table I. It is obvious on consideration 
of this long list of possible causes of shoulder 
pain, which is presented for completeness, that 
many of them are rarely encountered. However, it 
serves to reemphasize the importance of the com- 
plete work-up in dealing with the patient with 
complaints referable to the shoulder joint. 


Presented at a Surgical Section Symposium, Forty-First Annual 
Meeting, INDUSTRIAL MEDICAL ASSOCIATION, Philadelphia, April 


26, 1956. 
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For the most part, careful review of the history 
will eliminate or implicate the visceral diseases 
noted. The presence of a history of fatty food in- 
tolerance, a previous history of jaundice, or of an 
acute attack of cholecystitis will lead to further 
evaluation of the gall-bladder by the appropriate 
techniques. 

The antecedent history of angina pectoris, a 
relatively recent myocardial infarction, or the 
finding of evidence of a myocardial infarction by 
electrocardiogram without accompanying cardiac 
pain may point to the heart as an etiological fac- 
tor in the development of a painful shoulder, or 
shoulder-hand syndrome. 

The presence of a Horner’s syndrome accom- 
panying a painful shoulder may be shown to be 
due to a pulmonary neoplasm of the Pancoast type 
when a chest x-ray is done. Occasionally an up- 
per gastro-intestinal x-ray series will reveal a 
small diaphragmatic hernia to be the cause for 
shoulder pain. 

Rheumatoid arthritis, rheumatic fever, dif- 
fuse collagen disease may all involve the shoulder 
joints. In these diseases, however, the clinical pic- 
tures with multiple joint involvement will usual- 
ly clearly differentiate them from _ isolated 
shoulder pain. 


TABLE I. 

PAINFUL SHOULDER EXTRINSIC CAUSES 

Cholecystitis 

Myocardial Infarection-Angina Pectoris 
Visceral Disease Cerebrovascular Accident 
Referred Pain Pulmonary Neoplasm 
Diaphragmatic Hernia 
Rheumatoid Arthritis, Rheumatic Fever, 


Collagen Disease 


Joint Disease 


Cervical Spine Discogenic Disease Cervical! 


Articular-Degenerative 


Musculoskeletal 
Spine 
Non-Articular-Fibromyositis - 
Rheumatism 


Psychogenic 


Obliterative Vascular Disease 
Venous Thrombosis 
Lymphedema 


Vascular 


Shoulder-Hand Syndrome-Reflex Sympa- 
thetic Dystrophy; Scalenus Anticus-Cervical 
Rib Syndromes: Costoclavicular-Hyperab- 


duction Syndrome 


Neurovascular 


Neoplasm - Brain or Cord 

Cerebrovascular Accident 

Syringomyelia-Basal Ganglion 
Disease 


Central 


nana Radiculitis 
Herpes Zoster 
Peripheral Neuritis 


Peripheral 





Careful search for the history of possible di- 
rect trauma or whiplash injury to the neck and 
complete examination of the range of motion of 
the cervical spine may give a clue to cervical 
discogenic or degenerative joint disease which 
may be confirmed by x-rays of this region. Pa- 
tients with such disease may have specific pat- 
terns of pain radiation from the neck up over the 
occiput or into the shoulder and associated with 
painful trigger areas in the trapezii muscles. 

The presence of a positive serology associated 
with severe destructive joint changes by x-ray 
may lead to the diagnosis of a Charcot joint. 

Non-articular musculoskeletal causes of shoul- 
der pain are not infrequent and are often asso- 
ciated with similar muscular complaints else- 
where in the body. The finding of tender myalgic 
spots or trigger areas is a frequent accompani- 
ment of this type of shoulder pain. 

Pure vascular lesions as a cause of the painful 
shoulder are extremely rare and need not be 
further discussed here. 

The scalenus anticus and cervical rib syndrome 
may be considered to be etiologically related to 
the painful shoulder syndrome when the pulse 
pressure at the wrist can be shown to be reduced 
by rotation and extension of the neck to the af- 
fected side. These patients may have the com- 
plaint of numbness, paresthesias, coolness and 
weakness in the hand of the involved side. The 
deep reflexes may be diminished. The x-ray may 
confirm the presence of a cervical rib. Procaine 
infiltration of a tender scalenus anticus muscle 
may furnish temporary relief from symptoms 
and afford a positive therapeutic test, for the 
scalenus anticus syndrome. 

Although the shoulder-hand syndrome, a re- 
flex sympathetic dystrophy, is a relatively in- 
frequent cause of the painful shoulder, it repre- 
sents one of the most interesting affections of 
the shoulder. As the name implies this disorder 
refers to a reflex neurovascular symptom com- 
plex involving the upper extremity and manifest- 
ing itself by painful disability of the shoulder and 
associated swelling and pain of the hand on the 
same side. It is usually a unilateral involvement 
although occasionally bilateral disease is noted. 
This disorder usually appears following trauma, 
myocardial infarction, or cerebrovascular acci- 
dent. Occasionally, it may occur in association 
with degenerative joint disease of the cervical 
spine in which there is encroachment on the in- 
tervertebral foramina by bony spurs or as the 
sequel to an acute calcific bursitis or tendonitis. 
Often no demonstrable cause may be found for 
the onset of this syndrome. Clinically, the pain- 
ful involvement of the shoulder is often insidious 
and in some patients forgotten when the in- 
volved hand becomes painful, swollen, diffusely 
tender, and exhibits changes in color and tem- 
perature. A myocardial infarction or severe at- 
tacks of angina pectoris most frequently precede 
this disorder. In these patients, the onset may be 
either acute or insidious. One week to many 
months after the original myocardial insult, the 
patients develop shoulder disability. followed by 
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the onset of stiffness, pain, and swelling of the 
hand on the affected side. The hand involvement is 
not limited to the joinis but may involve the 
whole hand. Three phases of involvement have 
been noted by Steinbrocker: (1) The painfu! dis- 
ability of the shoulder with generalized swelling 
and stiffness of the fingers not limited to the 
joints appears over three to six months. During 
this time the hand becomes red, swollen, tender to 
touch, and painful on motion, resembling the 
acute involvement of rheumatoid arthritis. At 
this time, the diagnosis of rheumatoid arthritis is 
often erroneously made. Vasomotor changes are 
noted and spotty osteoporosis is seen by x-ray. (2) 
Over a period of three to six months, there is 
gradual relief of shoulder disability and a gradual 
decrease in the swelling and redness in the hand. 
Concurrently, there is an increase in stiffness and 
deformity of the hand. Trophic changes become 
apparent and osteoporosis by x-ray increases. (3) 
In this last phase, the trophic changes become 
pronounced and contractures of the hand occur 
secondary to marked palmar fascitis of the type 
of the Dupuytren’s contracture. 


THs BIZARRE symptom-complex is extremely re- 

fractory to treatment. Various types of thera- 
py have been used, attesting to the lack of speci- 
ficity of any one treatment in this disability. 
Early, elevation of the limb should be carried out 
and the various modalities of physical therapy 
should be applied. Heat, massage and exercise are 
to be employed in an attempt to maintain motion 
and prevent the development of deformities. The 
use of rest splints may be indicated in the at- 
tempt to prevent deformity. Often conservative 
therapy fails to relieve symptoms and prevent 
deformities. 

Since this disorder is thought to be a reflex 
sympathetic dystrophy, it is to be expected that 
ganglionic blocking agents and techniques may 
be useful. Tertraethylammonium chloride has 
been tried with some success. Repeated stellate 
ganglion and cervical sympathetic blocks with 
procaine have proved effective in the treatment. 
These blocks have been administered at repeated 
intervals of from two to seven days. Seven or 
less blocks have been stated to give relief of 
symptoms in responsive patients. However, the 
blocks should be continued along with an intensive 
program of physical therapy until functional 
capacity of the patient is adequately restored. 

In our hands, the use of adrenocorticotrophin 
and the systemic steroids (cortisone, hydrocorti- 
sone, prednisone or prednisolone) have been ef- 
fective in the treatment of the shoulder-hand syn- 
drome. This hormone therapy to be effective must 
be given in large doses over periods of time up to 
six months in order to prevent relapse with recur- 
rence of symptoms. Steinbrocker feels that the 
over-all results with sympathetic block and 
steroid therapy are about equally effective; how- 
ever, if stellate ganglion block is effective, relief 
is more prompt and the tendency for recurrence 
of symptoms infrequent. 

Another adjunct in the treatment of the early 
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These x-rays are presented for comparison to show the disappearance of the calcific deposit in the supraspinatus 
tendon of the shoulder following intraarticular hydrocortisone into the shoulder and infiltration of the area of the 
and hydrocortisone mixture. The interval between x-rays is one week. 


subdeltoid bursa with procaine I‘ 


case of shoulder-hand syndrome is the intra- 
articular use of hydrocortisone into the involved 
shoulder. We, and others, have found this useful 
in a selected group of patients and this technique 
should at least be tried, especially in the individu- 
als who have proved refractory to other forms of 
therapy. In any condition which causes the 
amount of pain, discomfort and disability noted 
in this syndrome, a multifaceted approach is in- 
dicated. It is to be remembered that all modalities 
discussed offer some possibility of interrupting 
this symptom complex, and that the use of a 
combined approach including stellate ganglion 
blocks, systemic and local steroid therapy and 
intensive physical therapy has much to commend 
it. The attempt must be to diagnose and treat this 
disability in its early stages before irreversible 
changes take place. When the medical apprcaches 
have failed, but irreversible changes have not yet 
occurred, sympathectomy may be in order. 

The neurologic causes of extrinsic painful 
shoulder syndrome catalogued in Table I are 
self explanatory and will be eliminated from the 
consideration clinically by the thorough history 
and examination of the patient. In passing, it is 
interesting to note that several patients have 
been seen by us in whom painful disability of the 
shoulder associated with stiffness was a present- 
ing finding of Parkinsonism. 

I have now discussed the extrinsic causes of 
painful disability of the shoulder in some detail, 
despite the fact that these represent by far the 
smaller group of causes of the painful shculder 
syndrome. 


HE INTRINSIC causes of the painful shoulder 


tabulated in Table II represent the causes of 
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TABLE II, 


PAINFUL SHOULDER INTRINSIC CAUSES 


Trauma Infection Neoplasm 


Musculoiendinous Ruptures of the Rotator Cuff 
Bursitis and Tendonitis 
Non-Calcific 


Capsulitis 


Calcifie and 


\dhesive 


over 90°. of shoulder disability. Trauma, and in- 
fection and localized arthritis are self-explanatory 
causes of shoulder pain. Musculotendinous rup- 
tures of the rotator cuff are properly the purview 
of the orthopedic surgeon. 

Acute calcific tendonitis and bursitis ana non- 
calcific bursitis will be considered together for 
the sake of brevity. The essential difference be- 
tween the two syndromes which give much the 
same clinical picture lies in the fact that in the 
former calcific deposits are apparent on x-ray ex- 
amination of the involved shoulder. In general 
usage, the term subdeltoid bursitis is used to re- 
fer to both calcific and non-calcific bursitis. The 
etiology of this bursitis is not well known but is 
believed to be related to acute or chronic trauma 
in most instances. The actual inflammation of 
the bursa results from lesions in contiguous tis- 
sues such as the supraspinatus tendon or other 
musculotendinous structures forming the floor of 
the bursa. Although trauma is generally consid- 
ered to be the prime etiological factor, instances 
of subdeltoid bursitis have been reported associ- 
ated with infection (upper respiratory, dental, or 
other focal infection), exposure to cold, hyperab- 
duction of the arm, metabolic disturbances (hy- 
perthyroidism, diabetes mellitus), and meno- 
pause. 

The symptoms of acute subdeltoid bursitis are 
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those of the acute agonizing onset of pain in the 
region of the shoulder joint aggravated by mo- 
tion. Pain is worse at night. Radiation of pain is 
sometimes noted into the neck, the arm, and the 
fingers. Pain is frequently localized to the area of 
the insertion of the deltoid muscle. Acute tender- 
ness over the area of the region of the greater 
tuberosity of the humerus and just below the 
acromioclavicular joint is a frequent finding and 
is often associated with tenderness over the an- 
terior aspects of the shoulder, the coracoid 
process and bicipital groove. Abduction and in- 
ternal rotation produce excruciating pain. About 
50° of cases are noted to have associated cal- 
careous deposits by x-ray examination. 

The natural history of the acute attack of bur- 
sitis is such that the disease can be expected to 
run its course and remit within five to seven days 
in the majority of instances even if untreated ex- 
cept by the necessary measures to alleviate pain. 
However, in a small percentage of cases, the acute 
manifestations do not completely subside and the 
syndrome goes into a subacute and finally a 
chronic stage. In this type of shoulder involve- 
ment the major problem is no longer one of acute 
pain but rather of marked limitation of motion 
associated with ever increasing fibrous adhesions 
in and about the shoulder joint which by a mech- 
anism of pain, spasm, adhesion formation, and 
further pain perpetuate and propagate them- 
selves. The end state of this vicious circle is the 
development of adhesive capsulitis or the frozen 
shoulder. It is to be remembered that this late 
stage of shoulder disease may result not only 
from acute subdeltoid bursitis but also from any 
painful shoulder disorder, extrinsic or intrinsic, 
in which adequate mobilization of the shoulder 
joint has not been maintained. 


HE conservative measures available in the treat- 

ment of the shoulder cuff syndrome are: (1) 
Limited use of the extremity during the acute 
painful phase. Complete rest of the part is indi- 
cated, with the hand and forearm elevated and 
the arm carried in adduction in a sling. This 
phase of treatment should not be prolonged over 
a period of two days. (2) Concurrently, analgesics 
including salicylates, sedatives such as phenobar- 
bital, narcotics, such as codeine or demerol where 
necessary, are to be used to control pain and thus 
encourage early reinstitution of full range of 


motion. (3) The various modalities of physical 
therapy come into play here and the use of cold 
applications in the severe acute phases may aid in 
giving prompt relief from pain. Heat given in 
various ways as hot wet packs, diathermy, infra- 
red or heating pad may be useful. Later, when the 
excruciating pain has been relieved, exercises 
aimed at reinstituting a full range of normal 
motion are indicated. 

ACTH and the steroid compounds are avail- 
able for use in the treatment of the acute and 
chronic painful shoulder syndrome when _ the 
spontaneous recovery is too long delayed or the 
patient intolerably uncomfortable. The systemic 
use of these compounds is always attended by a 
calculated risk which is decreased by the observa- 
tion of the usual precautions and adjunctive 
therapy. These agents often by their anti-inflam- 
matory properties decrease inflammation and 
pain and lead to a prompt recovery. Large doses 
are usually needed, and gradual reduction of the 
dose must be practiced if prompt exacerbation is 
not to follow withdrawal of the therapy. 

In our hands one of the most useful therapies 
has been the local use of hydrocortisone injected 
directly into the bursa and the involved shoulder 
joint. This therapeutic approach will often lead to 
prompt amelioration of symptoms within a peri- 
od of 24 hours and enable a program of adequate 
physical therapy to be instituted. Prompt disap- 
pearance of calcific deposits may occur following 
local intraarticular therapy. 

Other methods of therapy have been used by us 
and others with varying results. These include 
procaine infiltration of involved bursae, two- 
needle lavage techniques in an attempt to wash 
out the chemically irritating calcific deposits. 


N SUMMARY, the shoulder cuff syndrome must be 

differentiated from the other syndromes of the 
painful shoulder caused by extrinsic disease. 
These extrinsic causes when recognized and 
treated will lead to subsidence of the shoulder 
symptoms. Intrinsic disease of the shoulder is 
primarily due to subdeltoid bursitis and its vari- 
ants, traumatic lesions of musculotendinous cuff 
structures and the frozen shoulder. This latter 
entity may be the end result of any painful 
shoulder disability in which protracted limitation 
of motion occurs. The therapeutic approaches to 
this problem have been considered briefly. 


“A Little Discouraging” 


OW WELL do executives take care of their health? Statistics compiled by Joseph D. 


Edwards, author of “Executives: 


Making Them Click” (University Books, Inc., 


New York, 1956), indicate that the average executive admits to being overweight, usu- 
ally has some gastro-intestinal upsets, and complains of a ‘funny feeling” around the 
heart, especially after a hard day. As for his habits, he works nine to 11 hours a day, 
smokes two packs of cigarettes or four cigars daily, and skips lunch (or gulps it at a 
luncheon conference) twice a week. He has time for one proper lunch, two business din- 
ners, and two social dinners weekly. He averages seven hours of sleep per night, but 
probably uses sleeping pills once a week. And he admits that this composite picture 


is a little discouraging. 
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The Management Review, July, 1956. 
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One Industrial Health Program 
in the United States Navy 


—GROWTH AND DEVELOPMENT— 


N. B. WALKER, Coordinator, Industrial Health 


Naval Suppl, Center, Oakland, California 


HIS is written to set forth the various pro- 

cedures that were developed in planning and 
implementing an occupational health program in 
a large industrial warehousing activity—the Oak- 
land, California, Naval Supply Center—with ap- 
proximately 10,000 employees. It will attempt to 
describe briefly the steps taken in the order of 
their implementation, the problems that arose, 
and the acts done to solve them. It will cover the 
three-year period involved in the development of 
the program—from one totally unacceptable to 
the management and the employees, to a program 
commended by top management, accepted by all 
the employees, and certified by the Occupational 
Health Institute as meeting the IMA standards 
for approval and certification. 

Establishment of the program at the Oakland, 
California, Naval Supply Center was started by 
recommendations of the Civilian Industrial Re- 
lations Officer and the Safety Superintendent. 
Their recommendations were in concurrence with 
recommendations expressed by an _ Industrial 
Medical Officer from another activity assigned 
here to investigate the need for an occupational 
health program. 

The first step initiating the program at the 
Oakland Naval Supply Center was assignment of 
a Medical Officer trained in industrial medicine 
(September, 1951). The services of an Industrial 
Hygiene Engineer were obtained to make a sur- 
vey of this activity (October, 1951). The survey 
was conducted by an inspection group consisting 
of the Industrial Medical Officer, the Safety Sup- 
erintendent, and the Industrial Hygienist. Specif- 
ic areas and working conditions considered to be 
health-hazardous were found. Immediate emer- 
gency controls in those areas were set up where 


controls already established were considered 
wholly or in part ineffective. 
The inspection group discussed with the 


Civilian Industrial Relations Officer the personnel 
needed fully to establish the program, and all 
were in agreement that the full-time services of 
an Industrial Hygiene Engineer were not re- 
quired, inasmuch as one was readily available on 
a consultive basis from nearby activities. They 
determined that there was need for a position of 
civilian Administrative Assistant to the Indus- 
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trial Medical Officer to supervise the administra- 
tive details and to coordinate the program with 
industrial relations and operating personnel. 
They decided that the person hired for this posi- 
tion should be well versed in medical administra- 
tion, personnel rules and regulations, public rela- 
tions, management techniques and controls, and 
workman’s compensation laws. This position was 
established and filled; its incumbent was desig- 
nated Industrial Health Coordinator. 

The Industrial Medical Officer and the [ndus- 
trial Health Coordinator reviewed the existing 
medical facilities and made tentative plans for in- 
stallation of the program. Those aspects that 
dealt solely with internal medical procedures were 
worked out within the Medical Department. Any 
part that needed approval by Command was 
developed in conjunction with the Civilian Indus- 
trial Relations Officer and the Safety Superin- 
tendent. Actually it was a coordinated group ef- 
fort, a pooling of ideas, by the Industrial Rela- 
tions Officer, the Industrial Medical Officer, the 
Safety Superintendent, and the Industrial Health 
Coordinator. When this group reached complete 
agreement on the application and content of any 
new or revised procedure it was presented to the 
Commanding Officer for approval or disapproval. 


Industrial Health Coordinator Walker (left) and 
Captain Michael Wishengrad, MC, USN, Center's 
Medical Director, inspect civilian employee medical 
records in dispensary reception and record room. 
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Floor plan of Oakland Naval Supply Center Dispensary, where most functions of the Industrial Health Program 
are housed. Expanded sight conservation program required removal of the optometrist's office, files and diagnostic 
room to enlarged quarters in adjacent building. 


‘THE SURVEY of existing medical facilities and 

staff revealed certain inadequacies. Several 
minor changes in space allocation were made to 
facilitate examinations and treatments, and to 
decrease “time away from the job” by the em- 
ployee patient. The staffing requirements sur- 
vey indicated that the Sight Conservation Pro- 
gram should be increased in scope and coverage, 
and should be moved from the Safety Department 
to the Medical Department for administrative as 
well as technical supervision. The three industrial 
nurses, while adequate in number, had not been 
assigned for best utilization. Inasmuch as there 
were only about 200 employees on each of the 
swing and graveyard shifts it was felt that one 
hour of coverage for each of these would be ade- 
quate so long as a military hospital corpsman was 
available and there was a Medical Officer on call. 
The shifts were set up as follows: 7:00 A.M. to 
3:30 P.M.; 8:00 A.M. to 4:30 P.M.; and 9:00 A.M. 
to 5:30 P.M. One of the nurses had been used 
part-time to make home visits—this practice was 
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stopped. The reason for this was that requests for 
home visits had become almost totally in sick 
leave abuse cases, and it was felt this service had 
become more of a police than a health activity 
and was working as a detriment to the health 
program. Additional clerical and optometric per- 
sonnel for establishing the program were re- 
quired and were accordingly placed on the rolls. 
All of these were put under the administrative 
supervision of the Industrial Health Coordinator 
(February, 1952). 


[N APRIL, 1952, the Industrial Medical Officer and 

the Industrial Health Coordinator began to 
initiate various new and/or revised procedures 
for development and implementation of a working 
program. First was a manual of operational pro- 
cedure for those aspects in partial operation or 
initiated to meet immediate needs. 

In this group were: 

1. A photodosimetry program was set up for 
all personnel exposed to radioactive materials. 
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Z. A sight conservation program Was given 


additional personnel; scope and coverage were in 


creased; the program was moved from the Sa 
ty to the Medical Department; and procedure 
were adopted under which the program would 
operate. 

3. Procedures were established for perform 
ing a comprehensive pre-employment place- 


ment) examination on all new hires and all place- 
ments from within. This had been a mere tormali- 
ty in the past with little attention to the match- 
ing of physical findings with the 
vironmental factors of the job. 

1. From the Industrial Department 
all responsibility was assumed for scheduling em- 
examinations because of 


physical and en- 
Relations 
ployees for physical 


hazardous positions, annual chest 
up treatments, etc. 


X-rays, 


5. A procedure was set up foi mining al 
employees returning from sick leave in ss of 
three work days, with retention of private medi 
cal certificates in the Medical partm 
nishing to the Fiscal Officer (Paymas the 


Medical recommendation fo 
or disapproval of such absence. Thus the Medical 
Officer determined whether the employee was suffi 


ciently recovered to return to his 


Officer’s 


revulat ov or 
mporarily or per- 
manently, and whether he should be scheduled 
follow-up examination. 


6. A procedure Was develop ad to insure that 


should be assigned other work | 


all medical information concerning an 


be kept in the Medical Department available only 


to Medica! Department personnel, such informa- 
tion always to be afforded privileged confidentia 
handling when passing through othe part- 
ments. 

7. An individuai employee healt acket 1 
designed containing necessary form and a 
medical data from the Indus ul ol d 





When physically handicapped employees are unusually hard to place 


(extreme left), 


addition to Industrial Health Coordinator Walker 


officers, safety representatives, and line supervisors. When 
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Departments were collected to be incor- 
rated in this jacket. 

entative areas were established which were 
isidered to be and it was required 


at employees working in them be scheduled for 


hazardous, 


i physical examinations based on the 
\s involved. 
weekly narrative report on the progress of 


program was submitted to the Commanding 
He gave full support at his conferences 


through directives. 


imnNcel 


"| HE NEXT step was to get acceptance of the pro- 

gram by all levels of management, supervision, 
and employees. Medical Department personnel, 
and industrial relations and safety personnel put 
into operation a comprehensive, intensive indoc- 


ion and training program designed to ex- 





plain to all employees the benefits they and man- 
wen would receive from an _ occupational 
program. Daily meetings were held with 
ors and employees, individually and in 
groups. Weekly articles were published in the 
house organ. Industrial health was made a part 


of the curriculum of supervisory development 
In conjunction with this extensive in- 
octrination program each employee was _ re- 

sted to complete a voluntary health question- 


training. 


May, 1%52). That the indoctrination had 
sful was evidenced by almost 100% 
ompletion of the health questionnaire and the 
eracity of the answers. (“Health Audit 
Indust. Med. & Surg., 22:5, 


hnalre 


Questionnaire,” 


195: 


avi 


uation of returns from this questionnaire 
that approximately 26°, of all employees 
sical conditions that would probably be- 
ial limitations if these employees 
re not properly placed. It also revealed that 
( mployees were not in positions com- 


m vocatio 






+ 
gee fey 
me 


a placement committee takes over. In 
it includes the Medical Director, employment 
his placement committee met, Captain D. O. Zearbaugh 


(extreme right, since transferred) was Medical Director. 
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Cunningham 


Chief hospital corpsman John B. 
checks urine specimens for sugar and albumen. Annual 
urinalysis for all employees is routine; last year turned 

up a dozen cases of untreated diabetes. 


patible with their physical limitations. This 
pointed up the immediate need for a comprehen- 
sive medical placement program. In October and 


November, 1952, this program was worked out 
with the Industrial Relations Department and 
placed in operation. (“The Right Man for the 
Right Job’—IJndust. Med. & Surg., 22:2, 69 
(February) 1953.) Two thousand copies of 


this placement program were printed and dis- 
tributed to all levels of supervision. The Indus- 
trial Relations Department established a position 
of Occupational Analyst to assist the Medical De- 
partment in this program and to make analyses 
of the physical and environmental factors of all 
arduous duty and trade positions. A Placement 
Committee was established (May, 1953); its 
members were the Medical Officer, the Industrial 
Health Coordinator, the Placement Officer, the 
Safety Superintendent, the Occupational Analyst, 
and immediate and top supervisors in the activity 
where the placement problem had arisen. This 
committee met on an “as-needed” basis and ef- 
fected proper placement of employees with physi- 
cal limitations. Proper placement was _ usually 
accomplished. However, occasionally it was neces- 
sary to separate or retire an employee. 

A file of handicapped personnel was established 
in the Medical Department containing the names 
of employees, and their physical disabilities and 
work limitations. Details of work limitations were 
sent to the individual’s supervisor and to the 
Industrial Relations Department with a request 
that the employee not be assigned to other than 
specified duties without clearance with the Medi- 
cal Department. The utmost care was taken to 
insure that only work limitations, and not the 
medical reasons therefor, were made known to 
other than Medical Department personnel. Dili- 
gence was constantly maintained in this and all 
other aspects of the program to insure that medi- 
cal information concerning an employee was 
maintained as privileged confidential information 
and did not leave the confines of the Medical De- 
partment without the written consent of the em- 
ployee concerned. 
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Dr. James H. Durkin, O.D., 
trist, examines warehouseman Preston Dehlin who, as 
an employee in an eye-hazardous position, is one of 
some 3,000 of the base's 6,500 workers who must wear 
the safety lenses. 


as supervisory optome- 


\\ ITH THESE programs in operation the Indus- 
trial Medical Officer and the Industrial Health 
their attention to further 
fields. The Industrial Hygiene Engineer was 
again called to make a survey of the activity 
(August, 1953). This again took the form of a 
coordinated inspection by the Industrial Medical 
Officer, the Safety Superintendent, and the In- 
dustrial Hygienist. Following this survey, and 
with use of occupational analyses of the jobs, 
certain occupations were considered to be of a 
hazardous nature and special periodic examina- 
tions of employees were required. Examinations 
were scheduled at intervals of every three months 
to annually, depending on the positions and the 
extent of hazards involved. Approximately 3000 
employees were employed in hazardous positions. 
An annual chest x-ray was already being taken. 
It was decided that a routine urinalysis would be 
done on all employees (June, 1954). During the 
first year 12 employees, unaware of their condi- 
tion, were found to be suffering from diabetes. 

A program was established to perform a lumbo- 
sacral spinal x-ray on all employees being placed 
in arduous-duty positions (July, 1954). This re- 
sulted in rejection of several asymptomatic back 
conditions from assignment to these positions, 
and their placement in less arduous ones. 

A program was established to perform annual 
physical examinations, on all executive personnel 
(November, 1954). The examination included 
EKG on all executives over 40 years of age. The 
purpose was to discover conditions in their in- 
cipiency so that personnel could be referred for 
treatment before the disease or condition had 
progressed sufficiently to impair the performance 
of work. This program was broadened to include 
personnel in “hard to recruit positions” (engi- 
neers, medical officers, optometrists, etc.). This 
was to extend the work life of employees whose 
loss would cause serious disruption of operations. 
Approximately 75 employees were considered to 
be in this executive level classification. 

A program was set up to administer drugs and 
minor therapy, physiotherapy, hydrotherapy, 


Coordinator turned 
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hypodermic injections, etc., to employees at the 
request of their private physicians, the cost of 
drugs or medicines being borne by the employee. 
This program was designed to cut down on the 
absenteeism of employees with non-industrial con- 
ditions. 

It was decided to place all operators of mobile 
equipment (fork lift operators, straddle truck 
operators, tractor operators, etc.) on an annual 
renewable license basis. A part of the annual ex- 
amination for renewal of their operator’s permit 
would be a physical examination (November, 
1955). And it was decided to perform a physical 
examination on all employees who did not have a 
current physical examination on file in the Medi- 
cal Department (1955). 

In order to make better use of the health ques- 
tionnaire and the various health examinations and 
medical records, the employee was asked to sign 
a statement releasing all details of treatment re- 
ceived from the private physician or treatment 
agencies. This statement was incorporated in the 
employee’s health jacket. 

All personnel in eye-hazardous areas were re- 
quired to wear protective lenses at all times while 
on the job, and were scheduled in for annual 
vision examination. All who were industrially 
blind (20/70 or less, corrected vision) in one eye 
were considered to be in an eye-hazardous oc- 
cupation regardless of their job. Those not in eye- 
hazardous areas were placed on a biennial vision 
screening schedule, with referral to an optome- 
trist or ophthalmologist when vision findings so 
indicated. 


BY THE END of 1955 the program was considered 

to be staffed adequately, with three medical 
officers, one optometrist, one optometric clerk, in- 
dustrial health coordinator, three industrial 
nurses, one receptionist-dictating machine tran- 
scriber, one medical secretary, and eight enlisted 
military hospital corpsmen. The number of em- 
ployees served had decreased to approximately 
6000. 

The 


Naval Supply Center was cited by the 


TF 


A 






Carolyn M. Sullivan, accounting and statistics super- 
visor, has her blood pressure taken by Nurse Patricia 
Reilly during annual physical examination given to all 
employees. Mrs. Sullivan, a childhood polio victim, is 

another of the Center's handicapped workers. 
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President’s Committee on “Employment of the 
Physically Handicapped” and by various state 
and local groups. It was commended by various 
management, industrial relations and medical in- 
spection groups, and received certification (Feb- 
ruary 2, 1955) by the Occupational Health In- 
stitute as meeting the standards for a certified 
occupational health program. 


SUMMARY shows the following aspects of the 

program in operation after three years: 

1. Comprehensive pre-placement examination 
of all new hires and all internal placements. 

2. Current physical examination of all em- 
ployees. 

3. Annual physical examination on all execu- 
tive personnel and personnel in “hard to recruit” 
positions. 

1. Physical examinations of all personnel ab- 
sent on sick leave in excess of three work days. 

5. Fitness for duty (re-evaluation) phvsical 
examination when requested by Medical Officer, 
supervisor, or employee. Referral to placement 
committee if examination indicates employee not 
physically qualified to perform all aspects of his 
regular job. 

6. Annual chest x-ray of all employees. 

7. Annual diabetic survey of all employees. 

8. Periodic physical examinations of all em- 
ployees engaged in hazardous occupations. 

9. Lumbosacral x-ray series of all employees 
selected for arduous-duty positions. 

10. Annual physical examinations of all em- 
plovees licensed as operators of mobile equipment. 

11. Handicapped files with flag in personnel 
jacket, and notification of line supervisor, on any 
employee with physical disabilities that could be- 
come vocationally limiting if not properly placed. 

12. Photodosimetry program covering all em- 
ployees exposed to radiation. 

13. Blood typing of all employees. 

14. First aid training for teams of employees 
to be used as supplement to Medical Department 
in case of disaster. 


15. Immunization (tetanus) 


program. 





Thomas A. Hellems, who lost his left arm in the 
Korean War, is one of some 1,600 employees on the 
Oakland Naval Supply Center, physically handicapped 
in greater or lesser degree, who have been put on 
the right jobs through the Center's placement program. 
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-check possible positive 
of employee for treat- 


16. Treatment of non-industrial cond 
request of private physician to prevent 
time necessary for travel to and from p 
physician’s office or treatment agency 

17. Extensive handicapped placeme1 
(26%). 

18. Comprehensive, confidential, industrial inatio th Industrial Relations De- 
health jacket for each employee nt tirement planning program. 

19. Comprehensive sanitation progran tion th state rehabilitation serv- 

20. Industrial Hygiene survey annual] 
upon request for specific conditions. 

21. Occupational analyses of all arduou lation, Heart Associa- 
and trade positions. 101 for health education 

22. Health counseling and health educa | for advisory assistance in place- 
programs, including such as early 
tion, epileptic placement, diabetes, 
problem drinking, etc. ( ans iformation, and inviting 


} 
+ 


23. Coordinated program with Industrial la to th nter. 


that all employees with 
t pr ‘am \ report r and receive adequate 


ties, literature and per- 


encies, private and gov- 


tions Department to decrease sick absenteeisn tion to several periodicals, review- 


24. Annual visual examination of all employes ire, aining reprints of per- 
in eye-hazardous areas. ! taining books on Occupa- 

25. Biennial visual examination of all e and Industrial Hygiene to gather a 
ployees not engaged in eye-hazardous operatio) int of reference ma- 

26. The assignment of temporary light ti lustrial Health. 
limited to seven days at a time, renewable ever) above | been placed in operation. 
seven days with notification to Industrial f ion of the over-all pro- 
tions Department after 28 consecutive day I d by the closest cooperation be- 
light duty. ) | , Industrial ‘lations, and Safe- 


27. Agreement with City Health Depart 


Contrast 


| ptr nereegieceding yu ed n t ( rk with General Electric 
back in the nineti« abou is day. The answer wa 


very simple. There just weren’ ! ( t t plant | an 
low worker who had once 
ment for a badly damaged fir with a 
flannel bandage. And when | t ving a severely smashed 
hand, repairs were made to it in t considerable injections 
of cocaine by the doctor, ar y administered by 
the nurse! Probably the fir Lic ( t edical progr: n GE was 01 
December 4, 1894—barel yy r, act y taken from 
General Electric files, was sent : ! neral Manager of the 
Schenectady Works. ead like t \ med hest |} een placed in 
the office of the sistan re? ' M I «ee CC { if which are 
for the free use of th nployes ( ynte seed oil, spirits 
of camphor, tincture of arnica, ca xid intment, bicarbonate 
of soda, carbolic acid, w Contrast 
that with the serio CC 
that we should conside1 
over those “rough days.” 
From “The Expar 
Plant Community 
June, 1956 
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b pe EXPERIENCE is based on the examinations 
C of executives studied as in-patients at the 
University Hospital. This report deals with 500 
initial examinations and the findings on subse- 
quent annual visits in a smaller number of this 
18.5 years with 


same group. The ages average 
10 and 55 


two-thirds of the executives between 
years of age. Ninety-six percent of these execu- 
tives were male. Medical findings and corrective 
measures were given to the patient and submitted 
to his designated personal physician as well as, 
if requested by the individual, to the Medical 
Director of his company. The periodic frequency 
of examination was usually 12 months except in 
special cases where findings demanded re-exami- 
nation at an earlier period. 


Extent of the Examination and Its Method 
’T‘HE PATIENT is examined as an in-patient on the 
private medical service over a three-day period. 
On the afternoon of admission, a history and 
physical examination are taken by the resident 
physician. No questionnaire is filled out by the 
patient. On the first morning this history and 
physical examination are amplified by the senior 
staff physician, and the senior staff requests con- 
sultation with other services as indicated. The 
time allotted to history taking and physical ex- 
amination consumes two or more hours exclusive 
of further clinical studies performed by consult- 
ing services. Inquiry into personal matters such 
as work and environment, health habits, source 
of stress in family, office and daily life are sought 
as part of the complete history. These matters are 
given the personal attention of the senior staff 


examiner. 


Laboratory Tests Routine in Every Case 
’T‘HIS REPORT is based on a study designed to es- 
tablish the value of performing certain labora- 
tory procedures in asymptomatic individuals. 
These procedures include complete blood count, 
sedimentation rate, serology, urinalysis and 
stool examination; blood chemistries, non-protein 
nitrogen, acid and alkaline phosphatase, and fast- 
ing blood sugar; x-ray of the chest, gall-bladder, 


part of the Symposium on “The Effectiveness 
Evaluation in the Maintenance of Health 
at a Meeting of the Medical 
INDUSTRIAL 


Presented as 
of Periodic Medical 
and the Early Detection of Disease,”’ 


Section, INDUSTRIAL MEDICAL ASSOCIATION, at the 


HEALTH CONFERENCE, Philadelphia, Thursday, April 26, 1956. 
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upper gastro-intestinal tract and colon; electro- 
cardiogram; and sigmoidoscopy. In any individu- 
al patient additional laboratory studies are in- 
cluded on the basis of history and physical ex- 
amination or symptomatology. The time devoted 


to laboratory, x-ray and special examinations 
probably totals approximately one day out of the 
three days of the study. The routine laboratory 
tests above are not altered on the basis of the pa- 


tient’s age. 


Medical Findings 
O%* INITIAL examination of 500 executives, one 
or more defects were found in 77.6% of the 
total number of patients. This figure is without 
significance unless the type of defect is classified 
according to its seriousness. Defects are divided 
two groups: those in which treatment is 
needed, and those in which treatment is not 
needed. The assumption is made that significant 
findings are those in which treatment is given or 
recommended, for this implies that a positive 
constructive health maintenance measure has 
been initiated. Of the patients examined initially, 
had an abnormality which required treat- 
ment and 40° of the original 500 patients had a 
defect requiring treatment which was discovered 
for the first time during the course of this ex- 
amination. In other words, of the 52% of the pa- 
tients with an abnormality requiring treatment, 
12°, of these individuals were aware of the exis- 
tance of the abnormality and 40°. were informed 
for the first time of its presence. 

One possible short coming of the health sur- 
vey examination is the failure to initiate therapy 
when indicated. With our group, corrective meas- 
ures were initiated prior to leaving the hospital 
in 77° to 92% of the patients in whom treat- 
ment was recommended. 

New diagnoses, previously unknown to the pa- 
tient, were brought to the attention of the physi- 
cian most frequently through history and physi- 
cal clues. However, disease unsuspected clini- 
cally was turned up by the laboratory in 12.3% 
of those with recommended treatable defects. Cer- 
tainly, in most of the other patients with signifi- 
cant diagnoses, the laboratory played an essential 
role in supporting a suspected diagnosis. Of 
special significance were the contributions made 
by urinalysis and blood sugar values. Each 
established diagnoses in patients who had no signs 


into 


52% 
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or symptoms of diabetes or urinary tract infec- 
tions. 

Chest x-rays: Of 932 examinations, 35, or 4%, 
were finally considered significantly abnormal. 
These included tuberculosis, carcinoma, signifi- 
cant cardiomegaly, emphysema, bronchiectasis 
and pneumonitis. The tuberculosis was unsus- 
pected clinically. 

Electrocardiogram: In two patients, myocardial 
infarctions were discovered, the incidents hav- 
ing gone unnoticed by the patients. Of a total of 
868 tracings, 27°. were reported abnormal. The 
commonest findings in order of appearance were 
left axis deviation followed by arrhythmias, right 
bundle branch block, infarcts and prolonged P-R 
interval. 

Gastro-intestinal films: In 884 upper gastro- 
intestinal films, abnormality was seen in 26%. 
The commonest finding was a persistent pyloro- 
spasm noted by the fluoroscopist. The x-ray di- 
agnosis was poorly correlated with clinical 
symptomatology. Of 29 patients reported by the 
fluoroscopist, only 12 had sufficient symptoms to 
warrant treatment. Interestingly, other patients 
with similar clinical symptoms failed to show 
pylorospasm on fluoroscopy. No gastric carcinoma 
was found in 884 examinations. In 743 colon 
films, diverticulosis was seen in 15°. None of 
these patients had clinical evidence of diverticu- 
litis. Gall-bladder studies were abnormal in 9% 
of 867 examinations. Three percent revealed cal- 
culi, 5% showed either faint visualization or non- 
visualization. The sigmoidoscopy examination 
proved most valuable. Twenty-two percent of 477 
examinations showed an abnormality. Either 
single or multiple polyps were found in 10% and 
hemorrhoids, fissures and other minor abnormali- 
ties in an additional 13°. A sigmoid carcinoma 
was discovered in one patient in a clinically 
asymptomatic stage. 


Repeat Yearly Studies 

( N RE-EXAMINATION at 12-month intervals, the 
same routine procedures were carried out. On 

the second, third, fourth, fifth and sixth visit new 


defects not previously found on earlier examina- 
tion were discovered in 13-20% of all patients. 


Incidence of Diseases of Special Interest 
‘THE INCIDENCE on first examination of 500 execu- 
tives of hypertension was 10°; 6% for both 
peptic ulcers and organic heart disease; 2% for 
diabetes; and 1% for carcinoma. On subsequent 
yearly examinations new cases of organic heart 
disease and hypertension occurred in as many as 
5°, and carcinoma in 1%. 


Health Appraisal Examinations 
THE ADVANTAGES of a periodic health examina- 
tion for an individual seems beyond dispute 
provided constructive or corrective measures are 
initiated, carried through, and followed up. A 
medical center affords the advantages of a 
rounded staff of varied professional interests for 
diagnosis, consultation, and definitive opinion. 
The in-patient program facilitates a concentrated 
program with a minimum of lost time to the 
examinee and professional and technical staff. It 
encourages the use of consultants, affords im- 
mediate opportunity to re-check and re-evaluate 
abnormal findings, and assists in bringing medi- 
cal questions to a prompt decision. Daily patient- 
physician contacts are of advantage to both, and 
lead to the single most important aspect ef the 
periodic program—the final conference between 
patient and physician. A personalized report— 
including recoumendation, advice in health and 
hygiene, and the giving of reassurance as needed 
is the foundation for an individualized and con- 
structive health maintenance regime. 

Where medically indicated, great advantage is 
gained by starting measures for health im- 
provement at once and before the examinee is 
back at work. Some follow-up failures are traced 
to delays and the human propensity to put it off. 
With the patient’s private physician and the in- 
dustrial physician lies the responsibility, there- 
after aided by such help as may be afforded from 
the complete medical reports forwarded from the 
clinic and the examining physician. 


“Weishing [n” 


OME of the physical defects our medical program has revealed will be of interest. Thus 

far we have examined about 1,000 people in our new plant since we started opera- 
tions in 1954. In that time four early cancers have been detected and surgically cor- 
rected; 24 hernias were found which were unknown to the patient; 15 thyroid gland 
tumors have been discovered. Surgery was recommended in all these cases, and in two 
patients the abnormality proved be early cancer of the thyroid gland; nine skin tumors 
have been removed as a result of the doctor’s recommendations. In addition to all these, 
we have been taking a rather firm stand on the problem of obesity. This was a touchy 


subject with most overweight 


individuals, but today the employees are giving our 


weight reduction program their real support, and it is a common sight to see workers and 
supervisors alike voluntarily “weighing in” at the dispensary to check their progress. 


From “The Expanding Scope of Industrial Medicine’ by H. W. 


Plant Community Relations, General Electric 


Virginia, in American 


Company, Specialty 


Association of 


Employee and 
Department, Waynesboro 
June, 1956. 


TULLOCH, Manager, 
Control 


Industrial Nurses’ Journal, 


Industrial Medicine and Surgery 











Industrial Medical Association 


President's Page 


HE EXPANSION of industrial medicine long ago demonstrated that it wasn’t 

to be halted at the boundaries of any nation. Industrial medicine is international. 
It is highly desirable that its practitioners in one country should be kept informed 
as to activities in other countries. The readiest access to such information is 
through the official congresses or conferences in other countries. In order, there- 
fore, that we may profit in this respect, it appears desirable that official representa- 
tives of the Industrial Medical Association be designated to represent this Asso- 
ciation at national meetings the world over, and likewise at certain regional 
meetings in this country. 

Accordingly, with the approval of the Executive Committee, I have, as of now, 
appointed representatives to the Twenty-First Anniversary Meeting of the Asso- 
ciation of Industrial Medical Officers of Great Britain which is to be held in Lon- 
don in late September, to the First Inter-American Conference on Occupational 
Medicine and Toxicology to be held at University of Miami in early September, to 
the Ninth Annual Health Conference for Business in Industry at Houston, Texas, 
September 20-22, and to the Third Annual Pacific Northwest Industrial Health 
Conference at Portland, Oregon, in mid-September. These meetings are on the 
near horizon. Others will be selected as appointments become timely. 

In addition to giving us the opportunity to express a friendly interest in the 
work of other organizations, and to keep in contact with their activities, this also 
offers an excellent means of letting the world in general know about the 
Industrial Medical Association. Each IMA representative is being given a letter 
of greeting to the President of the organization sponsoring the meeting he at- 
tends. 

We are also inviting the heads of the various organizations abroad and in this 
country to be present at our 1957 Annual Industrial Health Conference in St. 
Louis next April. 

It will be this Association’s policy to continue this development of liaison 
with organizations in our field wherever they may be, and to have an official repre- 
sentative attend at least their principal meetings wherever they are held. We 
know this will be beneficial to all concerned—in addition to which it has certain 
potentials of great value in the development of international good will. 
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temporary threshold shift (reversible 
threshold shift) studies have shown that 
shold shift due to one “work-day” exposure 





is related to hearing loss, noise experience, work 
cycle, and length of ‘“‘work-day” exposure. 

4. The reversible threshold shift studies plus 
several analyses of large numbers of industrial 
audiograms have shown that the reversible shift 
contaminates routine audiometry and thereby pro- 
duces invalid records of permanent hearing loss. 
This effect is carried over into our research by in- 
troducing considerable inconsistency into the indus- 
trial data, thus limiting their usefulness. 

5. The reversible or temporary threshold shift 
studies have indicated that presently available ear 
protectors prevent the threshold shift when used in 
the average industrial noise. 

6. Our research has shown that ear protection is 
not related to the brand or type of ear protector but 
rather to the fit and use of the devices. 

7. In an industrial situation noise-induced hear- 
ing loss is affected equally by duration of exposure, 
over-all level, and frequency composition of the 
noise. 

8. Because of the limits placed on research by the 
circumstances found in industry, many thousands of 
industrial records will be necessary to assure valid 
samples on each of the parameters of the “noise- 
hearing loss” problem. 

9. Our studies at the Wisconsin State Fair have 
confirmed the presbycusis curves that were pro- 
posed in the American Standards Association report, 
124-X-2. 

10. The Wisconsin State Fair Surveys have con- 
firmed the reference level used to designate normal 
hearing, which was prepared on the basis of a 
population survey made by the U.S. Public Health 
Service in 1935-36. 

11. The British have recently suggested a new 
normal hearing reference level for international use. 
Our studies, again at the Wisconsin State Fair, are 
in complete agreement with the British findings. 
This suggested reference level is based on carefully 
controlled laboratory type studies in contrast to the 
earlier U.S. Public Health Service survey type 
study. 

12. The very important decision of the State of 
Wisconsin to allow no compensation for hearing 
losses of less than 17 db average at 500, 1000 and 
2000 cps is a direct result of the recommendations 
of the Subcommittee on Noise in Industry. 

—CLARENCE LEE LLoyp, M.D. 


Books 
Enough 


UNCTIONAL OTOLOGY—The Practice of Audiology: 
F MORRIS F. HELLER, Springer Publishing Company, 
Inc., New York, 1955, pp. 225, $5.50. 

Even though it goes against the grain, the in- 
dustrial physician finds need for more knowledge 
of otology. This is a consequent expanding concern 
in noise, noise deafness, audiometry, ear stopples, 
hearing rehabilitation, and compensation claims al- 
leging impairment from noise. In this book there 
is no indication that the industrial physician ever 
was in mind as the author went about his task. In- 
stead, the work is for the practicing otologist but 
the emphasis is not on otic diseases and their pa- 
thology but on the facilities and procedures requisite 
to the testing of the ear functions. It so happens 
that those are the very things that concern the in- 
dustrial physician in his limited obligations in the 
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realm of otology. The skilled specialist in otology is 
likely to frown upon this publication as a primer. 
For the industrial physician this is no primer but 
a finality—a sufficiency. 


Safety Through Education 

HE CENTER FOR SAFETY EDUCATION PROGRAM AND 
pg thonnn New York University, Division of Gen- 
eral Education, pp. 24 (no price or publication date 
shown). 

This brochure describes the history, program and 
services of an outstanding agency for safety educa- 
tion far too little known to the world of occupational 
health. As to its task, the brochure states: “The pur- 
pose of the Center for Safety Education, in common 
with a variety of other social agencies, is to translate 
the record of accidents into the silent statistics of 
safety. The job has been described as ‘the safe 
adaptation of the population of the United States to 
the increasingly hazardous conditions of modern 
life.’ The Center undertakes, therefore, varied educa- 
tional and training activities which reach into all 
areas of living—work, home, school, recreation, and 
driving. 

“People in the field of accident prevention live with 
these figures burned into their consciousness. They 
are not a proper index to industrial and human prog- 
ress. The Center and similar educational centers 
exist because of a deep belief that men can be taught 
to live safely. 

“Measured against the dimension of the prob- 
lem, such efforts may seem small. But education 
multiplies its own effects. As more and better educa- 
tion develops, becomes more widespread, and directs 
its attention to the present adult population as well 
as to oncoming generations, the number of acci- 
dental deaths and injuries will decrease. The size 
of the problem can only challenge those in the field 
of safety to be more effective and imaginative. 

“This is the Center’s task: through research and 
teaching to do its part to bring about a safer way of 
life.” 

As to careers in industrial safety, this language is 
found: “Industry needs and will continue to need 
men who can manage the whole program of loss pre- 
vention, of which the prevention of accidents is an 
integral part. They must be men who can think and 
act on the executive and directive level, men who can 
use the opportunities provided by work in loss pre- 
vention to become intimately acquainted with the 
totality of operations, and who can use the loss ratio 
as an index to efficiency. Such men are needed in top 
executive positions. 

“Safety engineers, safety supervisors, inspectors, 
and accident data analysts will continue to be needed, 
and their progress in reaching for the top will de- 
pend upon knowing more than their own jobs and 
upon their growth as executives.” 

This Center is dedicated to the training of leaders 
in safety through education. 


Current Handbook 
CCEPTED DENTAL REMEDIES 1956: American Dental 
Association, Chicago, 1955, pp. 206, $2.00. 
“Accepted Dental Remedies” is revised annually 
by the Council on Dental Therapeutics of the Ameri- 
can Dental Association, Chicago, in order to permit 
the inclusion of new information. This publication is 
designed to serve as a current handbook of dental 
therapeutics. It also contains a list of therapeutic 
products marketed in the United States which are 
acceptable to the Council on Dental Therapeutics. 
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Problem Clinics 


T ONE TIME or another it becomes the assigned 
duty of the industrial physician or the oc- 
cupational health nurse to arrange a program for 
the meeting of a professional society. In the 
course of preparation, planning sessions of ap- 
propriate committees are held, and, after exten- 
sive correspondence, the speakers appear, and the 
papers are read or the panels have their say, and 
the captains and the kings depart without much 
that is new. The format has changed little over 
the years. 

The subject content of the program usually re- 
flects the particular interests of the chairman, 
and not always are the listening desires of the 
audience in tune with the text or theme of the ses- 
sion. Two areas inviting observation of this mis- 
matching of items offered and items accepted have 
been seen in both national and regional conclaves. 
The first of these is encountered in the types of 
interrogations presented during the so-termed 
question or discussion period. Most often these 
embark tangentially from the core of the matter 
at hand, and land squarely on those issues of 
greatest significance to the attending group. This 
occurs with such frequency that one wonders if 
the present configuration of our society meetings 
is rendering a service to those who come to hear 
the words of the masters. Are these conferences 
providing any solutions to the problems besetting 
those engaged in the promulgation of industrial 
health services? 

At a recent national meeting that concerned it- 
self with the medical direction given to the nurse 
in industry, the thoughts verbalized by the 
speakers were succinct, logical, and fully ad- 
hering to the theme. Of greater interest were the 
questions sent forward to the panel members for 
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their reply. It is to these expressions that the ear 
must be attuned to learn of the friction spots in 
the programming of industrial health. 

Questions of familiar ring have appeared at 
other meetings, posed by comparably puzzled and 
interested persons. For example, here are a few: 
“What position should the nurse take if the em- 
ployee has no family physician?” “I work alone 
without medical direction. How can I convince 
management of the importance of having a doc- 
tor?” “How does a nurse induce the company’s 
physician to prepare a manual of procedures for 
her?” Presumably, the concepts voiced in reply 
fail to dispel the questioners’ difficulties, for the 
same queries and the same proposed solutions 
have been heard often by the faithful conference 
goer. 

The second situation that bespeaks the need 
for listener-centered forums at our annual society 
get-togethers has been the success of an un- 
structured type of program called a “Problem 
Clinic,” which has been utilized in some regional 
workshops in Oklahoma and Texas. Representa- 
tives of the disciplines comprising the industrial 
health team are asked to serve as resource per- 
sons. Questions from the audience are presented 
to them by a moderator who attempts to synthe- 
size the session of an hour and a half into a sound, 
valuable, learning experience. This kind of pro- 
gram is of worth because the ideas originate with 
the group who listen, the ideas in response are 
formulated on the spot, and the material covered 
is completely within the area of interest of those 
speaking and those hearing. This procedure ex- 
emplifies the democratic way in group thinking, 
and permits the establishment of a focus appeal- 
ing to all in session. 
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DRAMAMINE” IN VERTIGO 


Vianagement of “Dizziness” 






on One Foot 


“yy 
purely ps 


which is of or- 


and is useful for relief of nausea and 
vomiting of fenestration procedures 
and radiation sickness and for relief 
of “true dizziness” of other disorders. 
A Future Therapeutic Note will 
cover: Méniére’s Disease. 
Dramamine (brand of dimenhydri 
Uramamine (brand of dimenhydri- 
nate) is supplied in tablets (SO mg.) 
and liquid (12.5 mg. in each 4 cc.). 

G. D. Searle & Co. Research in the 

Sel vice of Medicine. 

1. Swartout, R., III, and Gunther, K.: “Dizzi- 
ness:”’ Vertigo and Syncope, GP 8:35 (Nov.) 
1953. 

2. DeWeese, D. D.: Symposium: Medical Man- 
agement of Dizziness. The Importance of Accu- 
rate Diagnosis, Tr. Am. Acad. Ophth, 58:694 
(Sept.-Oct.) 1954 

3. Kunkle, E. C.: Central Causes of Vertigo, J. 
South Carolina M. A. 50:161 (June) 1954. 





























Consider the ADVANTAGES of ANAGIN 


always 


For the rational non-narcotic relief of PAIN 


You can depend upon Anacin for prompt, safe and prolonged analgesia 
without hypnotic effect. Anacin tablets afford optimal results for 
non-narcotic intervention of simple pain, an important factor whenever a 
patient is required to continue working while under treatment. Anacin 
is exceptionally well-tolerated, non-habit forming and can’t upset the 
stomach. Anacin is packed especially for industrial use—a unit of 250 
cellophane envelopes, each containing two Anacin Tablets. This 
package offers the advantages of cleanliness and convenience for 
dispensing to individuals. Won’t you consider Anacin for your patients? 


ANACIN 


WHITEHALL PHARMACAL COMPANY, NEW YORK, N. Y. 

















News, Comment, Opinion 


E HEARD an advertising man 
Wy cauks the other day that 
“they’re taking all the fun out of 
our business.” He blamed _ psy- 
chologists, market analysts, re- 
searchers and statisticians. 

From “Spirit vs. Science,’’ by WIL- 


LIAM A. ARTER, in Printers’ Ink, 
June 15, 1956. 


Co-sponsored Program 
A’ THE National Safety Con- 
gress to be held in Chicago 
this October, the A.M.A. Council 
on Industrial Health is co-spon- 
soring a program with the A- 
merican Society of Safety Engi- 
neers and the Occupational Health 
Nursing Section of the National 
Safety Council. 


Where to Begin? 
HE administration’s proposal 
for voluntary major medical 
health insurance for Federal 
workers (H.R. 11630, 11633) has 
been getting mixed reactions from 
witnesses before the House Post 
Office Committee. The American 
Hospital Association, the Co- 
operative Health Federation and 
Group Health Association, Inc., of 
Washington argued that the bill 
was starting at the wrong point. 
There should first be basic cover- 
age, supplemented later by ca- 
tastrophic insurance, they ar- 
gued. A witness for nine Federal 
workers unions testified for the 
bill, claiming it was a good start- 
ing point for later benefits. 
AMA Washington Letter, July 6, 
1956. 
In Pennsylvania 
ENNSYLVANIA’S industrial 
health apparently was fairly 
well checked last year. A spokes- 
man for the State Department of 
Health this week told Pennsy]l- 
vania News Service that during 
the past year representatives of 
the Department visited a total of 
7,545 industrial plants having 
1,309,000 employees, to check both 
working and industrial health 
conditions. In other phases of in- 
dustrial health checking a total of 
203 engineering studies and 116 
air pollution investigations were 
made. Chest x-rays among indus- 
trial workers totaled 31,749; den- 
tal x-rays numbered 2,378. Indus- 
trial health nursing visits num- 
bered 120. Exposure to hazardous 
materials or conditions were in- 
vestigated in 6,066 plants, where 
1,450 recommendations to effect 
improvement of working condi- 


tions for some 45,860 employees 
were made. The Department dis- 
closed that the Atomic Energy 
Commission had informed it that 
350 authorizations were made for 
the use of radioisotopes. Potential 
radiation hazards were investi- 
gated in 77 establishments, which 
included industrial plants, re- 
search laboratories, and hospitals. 
Hatboro, Pennsylvania, Public Spir- 

it, April 19, 1956. 


Heart in Industry 
‘T"HE INDUSTRIAL Health and Re- 

habilitation Committee of the 
Chicago Heart Association has 
been divided into two Committees; 
ene on Industrial Medicine, the 
other on Rehabilitation. . . . In- 
vestigation of death cases in- 
volving cardiacs for the past 
three years is now in the pre- 
liminary stages, in cooperation 
with the Industrial Commission of 
Illinois. It is hoped to discover 
exactly what these cases cost in- 
dustry. The fourth heart-in-indus- 
try Conference will be held on 
November 28, 1956, in cooperation 
with the Chicago Association of 
Commerce and Industry. This 
Conference will cover two prob- 
lems facing industry: that of the 
new young employee who has a 
history of rheumatic fever, and 
that of the old employee who has 
acquired a history of hypertension 
and or coronary heart disease. 
The work Classification Unit has 
processed 111 cases since its open- 
ing in March, 1954, and many of 
these have returned to work. 
Funds have been set aside by the 
Heart Association for anyone 
needing this service who cannot 
afford the fee. Greater use of the 
unit is being urged upon private 
physicians and upon small indus- 
tries which do not have a Medical 
Department. 

—Chicago Heart Association Bulletin, 

June, 1956. 

Course at Columbia 

HE FACULTY of Medicine, Co- 

lumbia University, announces a 
course in Occupational Medicine 
to be given from 9:00 to 10:00 on 
Saturday morning, September 22- 
December 1, 1956, in the College 
of Physicians and Surgeons, 630 
West 168th Street. Members of 
the staff of the Division of Occu- 
pational Medicine of the School 
of Public Health and Adminis- 
trative Medicine will conduct the 
course. To a large extent, discus- 
sions will be based on actual cases, 
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3rd floor-18s N. WABASH AVE. 
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SITUATIONS WANTED 


Medical Director: (a) 7 years, Med Dir lIge 
important industrial med facility; now seeks 
larger Company, — greater responsibility 
middle 30's; any locality, prefers East 


Medical Director: (b) Exceptionally qual to 
organize & dir lIge indus health program 
has Doctorate, Industrial Medicine; one of 
few so distinguished; degrees from leading 
schools; 4 yr fellowship, preventive & indus 
med; several yrs, assoc chief, indus & pre 
ventive med, medical schl; references unite 
in excellent commendations; any locality 


Medical Director: (c) Diplomate, internal 
medicine; Board eligible, cardiology; M.S 
medicine); 6 yrs, very successful private prac 
tice, medicine & faculty member, univ med 
school, (cardiology); now interested in indus 
med preferably as career; only interested in 
Philadelphia area. age 35. 

Associate Medical Director: (d) Seeks connec 
tion with emphasis on preventive med; sever 
al yrs, staff phy, indus med dept, lge indus 
clinic; M.S. (public health); Board qualified 
prev med); middle 30's. 

Industrial Hygienist: (e) 5 years, dir, Health 
& Safety, one of America’s major companies; 
exceptionally well qual to develop, extend 
program in indus hygiene, occupational, pub 
lic health or safety; M.S. chemistry; recom 
mended without reservation 

Staff Physician: (f) Seeks indus med as career; 
any large city; 2 vrs, medical officer; 3 yrs, 
priv medical & surgical pract; early 30's 
class ‘A’ graduate. N.Y. o1 


Staff Physician: (g) Past 4 years, successful 
priv general pract; now prefers indus med 
with regular hours as career; any locality but 
prefers East or Southeast. 

Staff Physician: (h) Prefers indus post on 
West Coast; residencies, 1 yr each, gen'l & 
orthopedic surg; 3 yrs, indus phy, U.S. Arsen 


al. age 32 


POSITIONS OPEN 


Medical Director: (a) With demonstrated 
ability; complete chge, lIge plant; metal 
stampings & assembly; univ city; New Eng 
land. 

Medical Director: (b) Complete charge all 
policies, organization, operation new med 
depts in 21 plants, units of major Co; to 
$25,000; San Francisco area. 


Medical Director: (c) Newly created post; 
largely preventive med; medical care of all 
city employees, (3500); oppor academic post; 
city 500,000; Midwest. 


Physician: (d) Administration of in-plant 
medical facility; aircraft industry; Calif 


Assistant Medical Director: (e) Plant of maj 
or company; 6000 employees; few miles from 
Boston; to $12,000; exceptional oppor to ad 
vance in this Co having 34 regional plants, 
American and foreign. 


Physician: (f) Responsibility for physical 
exams, preventive hlth program & minor ac 
cident surg: Illinois plant of leading Co 


Physician: (g) To work 2 weeks out of 6 with 
mobile unit traveling in field; home ofc work 
phy exams, some dispensary & diagnostic & 
adm duties; lge Oil Co; SW. 

INTERNIST: (h) Indus diagnostic clinic; 
blood chemistry lab; x-ray; rehabilitation 
center; ample study prog and hosp affil; lead- 
ing industrial facility; $12,000; lge city; East 
Staff Physician: (i) Important med facility; 
well equipped dispensary; will run own dept 
without interference from central office; lge 
city; univ med center; East. 
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The schedule is as follows: Sep- 
tember 22, “History, Scope, Ob- 
jectives and Practice of Occupa- 
tional Medicine”; September 29, 
“Industrial Toxicology—General 
Principles”; October 6, “Toxic 
Metals I”: October 13, “Toxic 
Metals II’; October 20, “Toxic 
Solvents I’; October 27, “Toxic 
Solvents II”; November 3, “Toxic 
Dusts”; November 10, “Toxic 
Gases": November 17, ‘“Ventila- 
tion, Lighting, Noise’; Novembe1 
24, “Radiation Hazards’; Decem- 
ber 1, “Written Examination.” 


Aviation Medicine Course 


’T"HE THIRD Annual Postgraduate 
Course in Aviation Medicine 
for Physicians and Scientists will 


for every emergency 


be held at the Health Center, Co- 
lumbus, Ohio, September 10-14, 
1956. This refresher course is de- 
signed for Medical Directors re- 
sponsible for company aviation 
programs, and others interested in 
the health aspects of flying. 
information will be brought up to 
date, but chief emphasis will be 
upon new material not covered in 
the previous annual programs. 
Additional time will be given to 
conference-type discussions, led 
by participating lecturers, of 
problems submitted by those en- 
rolled in the course. Field visits to 
the Medical Research Unit at 
Wright Air Development Center, 
and to the Medical Research Labo- 
ratory, Civil Aeronautics Admin- 
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includes chrome-plated rack— 
all for price of sutures alone 
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istration, are scheduled. Among 
the program subjects will be: 
visual fatigue; effective communi- 
cation and pilot fatigue; chrono- 
logic vs. physiologic age; causes 
of sudden and unexpected death; 
physiology of hearing; noise and 
vibration; cabin pressure prob- 
lems—-EENT, cardiorespiratory, 
peripheral vascular; toxicology 
on the ground and in the air; the 
doctor and the _ pilot—ethical 
principles guiding physician-em- 
ployee relations; physical stand- 
ards for flying and ground per- 
sonnel; organization of the airline 
Medical Department; and medi- 
cal economics of the aviation in- 
custry. Address inquiries to: WIL- 
LIAM F. ASHE, M.D., Chairman, De- 
partment of Preventive 
Medicine, Ohio State Uni- 
versity Health Center, Co- 
lumbus 10, Ohio. 


Too Much Salt 
\ HAT IS the present 

opinion relative to the 
indiscriminate use of salt 
tablets by lay people in in- 
dustry? Answer— The 
need for salt may be indi- 
cated in plants where em- 
ployees work in an envi- 
ronment of extreme heat 
and where there is medi- 
cal supervision and control 
of the use of salt. The in- 
discriminate use of salt by 
laymen in other’ work 
is usually unnecessary and 
may be harmful. An em- 
ployer should have the ad- 
vice of his Medical Officer 
as to the need in his plant 
before salt dispensers are 
permitted on the property. 
It is this availability of 
salt to the laymen that 
permits him to use salt 
whenever he feels like it 
and too often. This is not 
only wasteful, but it is a 
poor policy for the em- 
ployer to provide any drug 
or article to be used inter- 
nally. If the employee 
wants to use salt on his 
own volition, let him pro- 
vide it with his lunch. 
This will avoid a question 
of legal liability arising 
from an employee’s misuse 
of a product furnished by 
the employer that might 
aggravate a_ pre-existing 
physical ailment and be 
the basis of a damage 
claim. 

From “Queries and Minor 


Notes,”” J.A.M.A., June 30, 
1956. 





No Cancer 
‘THE NEWEST report of 
the British Empire 


Cancer Campaign tells \ a 
that several long-term } 
and separate experi- . 


ments with tobacco 
smoke and condensates 
on laboratory animals 
failed to produce cance? 
either by prolonged 
painting, injection, or 
forced inhalation. No 
cancers were produced 
by these different experi- 
ments: painting skins of 
mice with cigarette tar; 
injecting cigarette tar 
under the skins of rats 
and into the bronchus of 
hamsters; injecting tars 
made from cigarette pa- 
per into animals; intro- 
ducing cigarette tars in- 
to the esophagus of mice. 
The results of the ex- 
periments sum- 
marized in the official 
British Empire Cancer 
Campaign report as fol- 





---TO GET TO SURGERY 





were 


BARD-PARKER RIB-BACK 


lows: “Attempts have ™ 

been made to produce = DETACHABLE SURGICAL BLADES 
‘ancer in the lung of 2\ 

rats by the direct injec- witb must ‘survive’ a rigid series of progressive 
re of tobacco tar and | sxx" gcientific tests to qualify as suitable for 
also of various carcino- y 


gens into the lung. At surgical use. Those that ‘pass’ are surgi- 
another centre cigarette 
smoke tar and resin have 
been injected into the 
lungs of mice; the few 
tumors that developed 
were regarded as spon- 
taneous and in no way 
due to the effect of the 
injected material. Exper- 
iments set up to test for 
carcinogenicity in ciga- 


cally perfect and uniformly sharp through- 
out their entire cutting edge. They will re- 
main sharp and useful for longer periods 

. an important factor in economy when 


yearly volume of purchases is considered. 


Specify RACK-PACK® packages in 
ordering gross and half gross quan- 
tities . . . eliminating unwrapping 

handling—racking of individual 
blades. A time and labor saver for 


rette tar by its applica- 
tion to the skin of the 
mouse have now been 
completed, with negative 
results. No malignant 
tumors were obtained 
either with the whole tar 
or with the neutral frac- 
tion. Nor have any tu- 
mors as yet appeared in 
rats injected subcutaneously with 
fresh cigarette tar, or hamsters 
which had cigarette tar injected 
into the bronchus; whilst in other 
experiments animals injected sub- 
cutaneously with the tar result- 
ing from cigarettes made entirely 
from cigarette paper have shown 
no tumors. In other experiments 
to test crude tars condensed from 
cigarette smoke, no skin tumors 
were obtained in mice painted 


twice weekly with a 20% solution 
of the tar in acetone. Tar obtained 





the O.R. personnel. 


“Sharp 


Ask your dealer 


BARD-PARKER COMPANY, INC. 


Danbury 


in a smoking machine was intro- 
duced into the esophagus of mice, 
a route of administration which 
has given a high yield of lung can- 
cer after the introduction of a 
known carcinogen; no_ definite 
carcinoma of the lung has de- 
veloped to date.” 

Research Com- 
mittee Release, July 22, 1956. 


What Price the Coffee Break? 
HEN I (H.M.T.) worked in 
London for a couple of years, 


Tobacco’ Industry 


f>>necticut, U.S.A. 


now longer ago than I like to ad- 
mit, we Americans were some- 
what amused and condescending 
about the practice in practically 
every office of serving tea. I re- 
call that the Canadian-born Man- 
aging Director of the Goodyear 
office over there had gone native 
and one of the girls in his office 
brought to his desk a steaming 
cup at a certain time every after- 
noon, probably with crumpets. If 
somebody was with him at the 
time, of course his caller was 
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the FIRST and ONLY ‘‘instant"’ 
ready-to-use powder that makes 
official Burow's Solution U.S.P. 
plus antiseptic* 


for SOAKS and COMPRESSES 
on inflammed or locally infected 
areas — Astringent, Anti-Pruritic, 
Antiphlogistic AND Antiseptic. 


to instantly prepare fresh, clear 
aluminum acetate solution 
with none of the aluminum lost 
in a precipitate. 


in boxes of 12 


Samples? just write 


DOAK PHARMACAL CO., Inc. 
295 Madison Avenue, New York City, N.Y. 
‘Fine Dermatologic Specialties 
for Over a Quarter Century” 
acket of powder in 1 pint of water 


n s a 1:15 Burow’s Solution U.S.P. with 
Benzethonium Chloride 1:5,000, 
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given his tea too. I don’t remem- 
ber whether our own people, 
fresh from the States, tried to 
hold out against the “time-wast- 
ing’’ custom, but it is likely that 
the presence of a many 
Britishers 
to conform. 


good 
in our office forced us 
Now American busi- 
men are laughing rather 
ruefully, if at all. Our own coffee 
break habit probably 
more man-hours than all the tea 
drunk on the job in Britain. An 
editorial in our morning pape) 
says that a survey has shown 
that 35 million workers on this 
side of the briny 
least one coffee break a day, and 
many two. Somebody has figure 
out that the time taken for coffee 
i worker may add 


ness 


consumes 


now take at 


ina 
up to the equivalent of a two- o1 
three-week vacation. But othe) 
figures in the editorial show that 
the coffee break can’t be entered 
entirely on the debit side of the 
ledger. Of 1160 companies sur- 
veyed, 82% said the coffee break 
reduces worker fatigue, 75% that 
that it 
The 


seems to be an 


year by a 


it improves morale, 62% 
even increases production. 
cotfee break 
established institution here. We’d 
be glad to hear from readers what 
they do about it. How is it work- 
ing out in where coffee 
wagons make the rounds?—where 
there are dispensing machines? 
What are the advantages and dis- 
advantages of the various ways 
of handling it, including the regu- 
lar morning exodus to the coffee 
shoppe ? 
Personne Journal, May 


now 


offices 


Comprehensive Course 

Noeron NELSON, M.D., Chair- 
1 man, Institute of Industrial 
Medicine, Postgraduate Medical 
School of New York University- 
Bellevue Medical Center, an- 
nouncs a full-time 
comprehensive course in occupa- 
medicine for physicians, 
10 through No- 
Among the sub 
organization 


eight-week 


tional 
from Septembe1 
vember 2, 1956. 
offered are: 
and administration of an 
trial Medical Department; 
ventive and constructive 
cine in industry; occupational dis- 
eases; toxicology and industrial 
hygiene for the physician; and 
biostatistics, communicable  dis- 
ease control, and epidemiology. 
Opportunities will be provided fo 
attendance at surgical 
and clinico-pathological confer- 
ences during the 
further information address: 
Dean, New York University Post- 
Medical School, New 


jects 
indus 
pre 

medi- 


medical, 


course. For 


graduate 
York 16. 


prescribe 


CAMP 


supports and 
appliances 


Economy, strength and scientific func 
tion these are what you give your 
patients when you prescribe Camp 
supports and appliances. Your local 
authorized Camp Dealers stock a com- 
plete Camp line for use in home and 
hospital. 

new non 
washable, 
plastic Thomas 
Collar for inter- 
mediate cervical 
support where pro 
longed, non - rigid 
hyperextension is 
indicated . . . easy- 
to-use, lightweight, 
}comfortable, simply 
adjusted 


~, 


Camp’s 
tozic, 


A one piece — 


for lower extremity 
skin traction. Elimi- 
nates need for a 
variety of materials. 
Simplicity of applica 
tion and adjustment 
permits application by 
unskilled persons. Rel 
ative freedom from 
serious complications, 


Camp‘s Arm 
Sling designed 
to take — strain 
off the neck by 
using the 
shoulder for 
support 
Fitted with a 
single tie 
Reversible for 
use on either 
arm... Avail 
able in attrac- 
tive blue, grey. 
brown or white 
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CLEARS UP MANY CASES 
Not Responsive to Other Therapy 


For Occupational Silicote protects skin against aqueous irritants and per- 
Dermatoses mits skin to heal. Patients can continue normal work dur- 
ing Silicote use. It adheres to skin, is inert. Send for 

samples. 


1. Talbot, J.R. et al: J. Inv. Derm. 17:125 
2. Morrow, Grant: Calif. Med. 80:21 


Contact dermatitis of hand 
before using Silicote 


After using Silicote—irnta- : “a 
tion cleared, skin protected. : F n 
a SILICONE OINTMENT 


Contains 30% silicones in 


petrolatum base. * ARNAR-STONE LABORATORIES, INC., ,MOUNT PROSPECT, ILLINOIS 








Quebec and Ontario MAN, M.D., F.A.C.P., F.R.C.P. (C), gery Staff, Hamilton General 
‘THE COMBINED Section Meeting Associate Professor of Medicine Hospital; “The Differential Di- 

of the Quebec and Ontario In- and Therapeutics, University of agnosis of Acute Head Injuries” 
dustrial Physicians Convention 1s Toronto; “Symposium on Trau- RONALD A. DOLAN, M.D., Neuro- 
to be held in Hamilton, Ontario, matic Surgery” — ERNEST €. surgeon, Surgical Staff, Hamilton 
September 26-28, 1956. Outstand- JANES, M.D., F.A.C.S., Chief of Sur- General and St. Joseph’s Hospi- 
ing presentations will include: gical Service, Hamilton General tals: “The Common Fractures in 
“Common Pitfalls in Diagnosis” Hospital; “Traumatic Surgery of Industry”—R. E. NICHOLSON, M.D., 
RAY F. FARQUHARSON, M.D., F.R.C.P. the Hand’—JOHN W. MCNICHOL, General Surgeon, Orthopedic 
(c), Professor of Medicine, Uni- M.D., Chief Plastic Surgeon, Ham- Staff, Hamilton General Hospital, 
versity of Toronto; “The Degen- ilton General and St. Joseph’s and Plant Surgeon, Steel Com- 
erative Cardiovascular Diseases Hiospitals, and 0. J. MIREHOUSE, pany of Canada; “The Role of the 
in Industry”—pD. P. MURNAGHAN, M.D., Plastic Surgeon, Hamilton Industrial Physician as a Hygien- 
M.B., B. Ch.N.U. Ireland, F.R.C.P. General and St. Joseph’s Hospi- ist’’—Panel Discussion—RUSSELL 
(c), Department of Medicine, tals; “Ambulatory Treatment of ©. BIRRELL, M.D., Moderator, Medi- 
University of Toronto; “The Use Bursitis’ —ROBERT N. LOFTHOUSE, cal Director, Imperial Oil Ltd.; 
of Antibiotics’—K.J.R. WIGHT- M.D., F.R.C.S. (C), Orthopedic Sur- R. D. APPLEFORD, M.D., Hamilton; 


elax the best way 
... pause for Coke 


continuous quality 
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FOR INTESTINAL DYSFUNCTION 


NUCARPON® 


Each tables cont: Extract of 
Rhubarb, Senna, Precip. Sul- 
fur, Peppermint Oil, Fennel 
Oil in activated charcoal base. 


FOR BETTER SEDATION 


VALERIANETS-DISPERT® 


Each tablet contains 0.05 Gm. 
Valerian Extract. 





1 : . Odorless Herbace Chocolat 
(ALU y.s. PA 4 for ing Sprains . etd toes 
directe : a 
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‘¢ Soluti 2 action vy: ey) 
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Lek free 2¥2% Campher for Intramus- PE x 
ov2 dR cular Injection. Baa j 


STANDARD PHARMACEUTICAL CO., INC., 253 West 26th Street, New York |, New York 


F.M.R. BULMER, M.D., Division of Toronto; MR. FARRELL TOOMBS, M.Sc., F.R.C.S (C), Professor of 
Industrial Hygiene, Department Sociologist, Toronto; ‘Radiation Orthopedic Surgery, Ottawa 
of Health, Toronto; RODGER A. Hazards in Industry”—HENRY G. University; “Report on the Small 
WHITMAN, M.D., Hamilton; ‘“Men- 1HODE, M.B.E., M.Sc., Ph.D., F.R.S., Plant Industrial Health Services 
tal Health in Industry’—Panel Principal of Hamilton College; Project at Kitchener, Ontario” 


Discussion—ALDWYN B. STOKES, “The Use of Radioactive Isotopes R. B. SUTHERLAND, M.D., D.P.H., 
Moderator, C.B.E., M.R.C.P. (L), in Medicine” —CHARLES H. JAIMET, Division of Industrial Hygiene, 


Professor of Psychiatry, Uni- M.D., F.A.C.P., F.R.C.P. (C), Medi- Department of Health of Ontario, 
versity of Toronto; RICHARD G. cal Director, Department of Medi- Toronto; “Management Looks at 
WARMINTON, M.D., Niagara Falls; cal Research, McMaster Uni- Industrial Medicine’’—MR. T. A. 
WALTER BREMNER, M.D., Psychia- versity, Hamilton, Ontario; “Man- RICE, Vice-President, Internation- 
trist, Toronto; MR. W. CARON agement of Injuries of the al Harvester Company, Ltd., 
JONES, Industrial Psychologist, Ankle”— JACQUES ROBICHON, M.D., Hamilton, Ontario. 





Specific therapy 


for the triad of 


..Iw phomendtuall tension 


- PAMBROMAL 


TABLETS 


Each tablet contains: 









Pamabrom (to neutralize the 
antidiuretic hormone)........ 50 mg. 


Dextro-amphetamine sulfate 
(to elevate the mood). . .. 2.6 mg. 





Carbromal (to relax tension).. 130 mg. 
Salicylamide (to relieve pain) 250 mg. 
/ Bottles of 24 and 100 tablets 


WHITTIER LABORATORIES CHICAGO 11, ILLINOIS 
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Age Limits Illegal 

“OMPANIES are prohibited from 
~ placing age limits in help 
wanted ads by laws that go into 
effect this month in Pennsylvania 
and Rhode Island. Similar anti- 
age discrimination legislation is 


being considered by New York 
State Legislature, which has 
scheduled hearings for the fall, 


and may also be proposed in Ill- 
inois. With 800,000 persons ove1 


HILLMAN’S D COMPOUND 


for trompt, sage relief from 
DYSMENORRHEA.. 


for over 25 years. 


IDEAL FOR 


INDUSTRIAL USE 


HILLMAN PHARMACEUTICAL CO. 
an ef . 185 N. Wabash Avenue 


Chicago 1, Illinois 


lighted soon by national publicity 
campaign by Labor Department- 
with possible appeal to American 
business by President Eisenhower. 
Seriousness of problem pointed up 
by soon-to-be-released Labor De- 
partment study, which reveals: 
Three out of every four employer 
requests at public employment 
agencies ban middle-aged men. 
Large companies are biggest of- 
fenders. Nearly 90% of openings 





ADVANTAGES OF D COMPOUND 
@ Affords prompt relief. 


Easy to take capsules. 


Patient may return immedi- 
ately to work. 


Repeated dosage not neces- 
sary. 


@ No harmful after-effects. 


WRITE for FREE SAMPLES 


tions. By comparison, firms with 
50-99 employees put age restric- 


tions on only 75.5% of their 
openings. 
Industrial Relations News, July 21, 
1956 
Available 
NDUSTRIAL Hygiene Foundation, 
Mellon Institute, Pittsburgh, 


announces the availability of re- 
prints of the article, “Importance 
of Biological Research in Indus- 




















45 presently looking for work, in companies employing 1,000 or trial Medicine” (J.A.M.A., 161: 
problem is expected to be spot- more persons have age restric- 569 (June 16) 1956). 
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® pecially formulated base 
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The normal skin has an acid pH between 4 and 6. 


This acid mantle acts as a protective barrier. ; 
Acid Mantle # 





When the skin is washed with soap or detergents, or is exposed 
to chemicals, solvents, et cetera, the protective acid mantle 
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This exposes the unprotected skin to contact irritants and 
pathogenic organisms. It results in a rise in the skin pH above 





7, provides a fertile field for development of harmful bacteria AVAILABLE 
and fungi, and may result in various types of dermatitis. As pg Figg Reale 


Mantle Lotion pH4.5 in 4 os 
' ‘ < ; tl ; 
Dome Acid Mantle returns the skin to its normal acid pH OS ey SOS Ae ae, ON 
in a matter of seconds and holds it for hours. Both the creme 


and lotion are greaseless and stainless. 
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DOMEBORO® TABS 


For acute, weeping dermatitis, Domeboro is the established wet 
dressing therapy all over the world. 
0 wu 5. PAT. OFF 
Domeboro makes a fresh solution of aluminum acetate (Burow’s : ieee eee 
Contains aluminum sulfate, cok - 


Solution 1:20) buffered to a pH4.2. = Wm acetate and boric acid 


AVAILABLE—Tablets (individually Cellophaned) in cans of 12, 100, 500 and F DOME CHEMICALS ING 
1000. Packets (single dose) 12 and 100. Bulk Powder, 4 oz., 13 oz. and 4 lb. ath eons, Teves Yeas Ie 
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the incidence of 


HEAVY METAL POISONING 
is higher than realized 





JFL Wit Re 
NE RSENATE 


spells the answer 


At last, here is a dependably effective means of removing heavy 
metals from the body without danger of organ damage. Calcium 
Disodium VERSENATE is now available for oral as well as intra- 
venous therapy; the intravenous form for safe, effective, dramatic 
short-term treatment; the oral form for convenient prevention of 
exacerbations or as sole therapy for milder types of lead poisoning. 


= 
—) 


Calciu 


INTRAVENOUS Complete instructions for dilu- 
tion and administration accompany the ampuls. 
The average daily dose for an adult is 1 to 2 Gm 
per day, given as two infusions. For children, the 
dose is not more than 0.5 Gm. per 35 pounds of body 
weight, given once or twice daily. Boxes of six 5cc. 
(1 Gm.) ampuls. 


ORAL Average adult dose is 8 tablets (4 Gm.) per 
day, in divided doses. For children, the dose is adjusted 
on the basis of 2 tablets (1 Gm.) per 35 pounds of body 
weight daily, in divided doses. For ease of adminis- 
tration tablets may be crushed and dissolved in 
milk. In bottles of 250 tablets, each containing 500 mg. 


*Trademark of Dow Chemical Co. 








NOW IN 
DOSAGE FORMS 


Write for descriptive booklet. 
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tel Fata] Melaa-)e)(-fe| 


new corneal anesthetic 


rapid action and 


short duration” 


virtually nonsensitizing 

no cases reported of dermatitis occur- 
ring in patient’s eye or on hands of 
physician. 


relatively nonirritating 

does not sting or burn when dropped 
into the eye—changes in the corneal 
epithelium or hyperemia of the con- 
junctiva rarely occur. 


Average dose: for tonometry, 2 drops. For minor 
surgical procedures, 2 drops instilled 3 times at 
90 second intervals. 


Supplied: sterile normal saline solution with 
0.02% Butoben as preservative, and containing 
0.4% Dorsacaine Hydrochloride (benoxinate 
hydrochloride). In 1 oz. plastic squeeze bottle 
with dropper tip which delivers uniform drops 
(approximately 45 drops per cc.). 


*Schlegel, H. E.,Jr., and Swan, K.C.: A.M.A. Arch. Opbth. 51 :663 


DORSACAINE' 


HYDROCHLORIDE 


SMITH-DORSEY ® Lincoln, Nebraska ¢ A Division of The Wander Company 





home... 
office... 
Gz —_ 


Vie Aiea | and hospital... 


whenever an enema is indicated 


FLEET’ ENEMA 


Disposable Unit 4 ( 


< 


Anatomically correct rectal tube minimizes injury 
hazard ... plastic squeeze bottle fits the hand, 
simplifies instillation . .. effective as soap suds, or 
more so,“’) FLEET ENEMA induces prompt, 
spasm-free evacuation. ‘?) 

For home administration and for hospitalized 
patients prescribe or reeommend FLEET ENEMA 
Disposable Unit... extremely effective, too, for 
pre-examination cleansing in your office . . . available 
at all pharmacies... in use by leading hospitals. 


Each 41% fl. oz. unit contains, per 100 cc., 16 mg. sodium biphosphate 
and 6 gm. sodium phosphate. 


(1) Swinton, N. W, Surg. Clin. of No. Am. 35:833, 1955 
(2) Gross, J. M., Jl. Int. Coll. Surg. 23:24, 1955 


Cc. B. FLEET Co., INC. 


Lynchburg, Virginia 
Makers of Phospho-Soda (Fleet) * Gentle... Prompt... Thorough 





... planning jos. 
or Improving a dts 


PHYSICAL 
EXAMINATION 
OM 


EMERGENCY 
TREATMENT ROOM 


EXAMINATION AND TREATMENT ROOM 


.... At aloe help you 


Modern industrial health care is increasingly concerned with the general 
health of employees as well as the routine treatment of the injured. If 
you plan to expand existing facilities or establish an entirely new depart- 
ment, A. S. Aloe has a planning department staffed with medical equip- 
ment experts, prepared to help you with layouts and suggested equipment 
lists. Our planning service is designed to save valuable time and relieve 
you of the burden of endless detail in preparing floor plans, check lists, 
etc. The illustrations above show the Aloe-equipped medical and labo- 
ratory installations of the Atlas Powder Company’s plant in Chattanooga, 
Tennessee. Here, the employee is placed in an atmosphere equal, in 
every respect, to that of the private physician’s office, and is therefore 
relieved of any possible doubt that he is the beneficiary of superior med- 


ical care. Please write for complete details. 


RECOVERY 
ROOM 


ade Se aloe company AND SUBSIDIARIES © 1831 Olive St. ¢ St. Louis 3, Missouri 
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LOS ANGELES 15 
500 HOWARD STREET 1920 TERRY AVE 927 PORTLAND AVE. 


1150 SOUTH FLOWER ST 


KANSAS CITY 2 NEW ORLEANS 12 ATLANTA 3 WASHINGTON 5, D. C 
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ers, neuritis and neuralgia. 


SALICYLATE OINTMENT 


TO CHECK 
What you Believe - - 


TO CONFIRM 
What you Suspect - - 


as in arthritic, rheumatic, and other muscle 


Indicated for its counter-irritant action - 


and joint disord 


CUM METHYL 


The Burdick 


ELECTROCARDIOGRAPH 


Early diagnosis of cardiac dysfunction, per- 


haps the most important consideration in successful 


and wounds, and inflammatory skin conditions. 


treatment, is frequently impossible without the 


cardiogram. 


S 


Fortunately, electrocardiography today is a 
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in enlarged glands, excoriations, minor burns 


Indicated primarily for its iodine content — as 


2O1D id as 
PLAIN OINTMENT 


brief and simple office procedure. Modern engineer- 
ing has made operation of the Burdick Electro- 
cardiograph both simple and convenient and the 


Burdick recording instantly clear and accurate. 


As with all Burdick equipment, this truly fine = — 4 le ° 


diagnostic instrument is designed to give long and 
8 8 6 6 Menley & James, 


Limited 


91-27 138th Place 
For a demonstration see your Burdick dealer, | a Jamaica 35, N. Y. 


efficient service. 


or write us for literature. 


The Burdick Corporation Milton, Wisconsin 











Antiseptic soaps with 


Gel uexactioropHene u.s.P.) 
are a must in controlling 
occupational dermatitis 


The use of G-11® soaps in washroom dispensers can serve two 
very important functions—the promotion of better personal hy- 
giene among employees and the protection of employees against 
skin disorders caused by bacteria. Knowing that the cleanser he 
uses is an antiseptic makes the employee more conscious of his 
pe rsonal ( le anline SS and encourages washing Hexac hlorophe ne 
soaps and detergents reduce the number of bacteria on the skin 
and provide a built-in protection that continues to inhibit growth 
after washing 

No special washing, no special education in using G-11 soaps 
are required. Only regular use in regular ways —not exclusive use 

is needed. The use of ordinary soaps at home or off-the-job 
will not interfere with the protective action of G-11...the pro- 
tection it affords clings to the skin. 

G-11 is available in powdered, liquid or bar soaps, and in de- 
tergents and waterless hand cleaners. All G-11 soaps must meet 
rigid specifications for G-11 content—your assurance of proper 
performance He xachlorophene liquid soaps are the only anti- 
septic soaps recognized by the United States Pharmacopoeia and 
must be produced to stipulated spec ifications 

Ask vour supplier for more information on products contain- 


ing G-11. 


SED) Crceation 


Industrial Aromatics and Chemicals 
330 West 42nd Street +» New York 36, New York 


DATA AVAILABLE: 


Sindar will be glad to send you, on request, technical information 
on the varied applications of G-11 


oe 


\ | } \ | ' | 


ELECTRO- 
-ARDIOGRAPHY 
HELPS 
PROTECT THEM 


RovuTINE ELECTROCARDIOGRAPHY during periodic 
check-ups today detects cardiac disease when it 
might otherwise not be noted. Discovery of the 
disease in an early, and possibly remedial, stage 
protects the worker and can be a guide in his 
proper job placement. Industrial physicians are 
also finding the electrocardiogram valuable in 
diagnosing cardiac episodes occurring at work. 

When you have decided that an ECG belongs 
in your medical department also, you will be 
interested in the ‘‘extra dividends” provided by 
the Sanborn Viso-Cardiette — such as a well-known 
dependability and continuity of service, continual 
direct contact with the designers and makers of the 
instrument, and exclusive by-mail service helps to 
augment the facilities of your nearby Sanborn 
representative. 

Descriptive literature and details of a 15-day 
no obligation trial plan will be sent on request. 
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PSORIASIS 


The prompt use of RIASOL in early cases of 
psoriasis quickly eradicates the scaly red patches 
and often prevents a relapse. This is the experience 
of many physicians. 








In discussing prognosis, Sutton* in 1956 writes: 
"Lesions which have existed only briefly are more 
amenable to treatment than those of long standing 

. It is common knowledge among experienced 
clinicians that at least some cases are thus ‘cured’, 
and the pessimism of prognosis should not be 


black." 


Summer is the ideal time to use RIASOL inten- 
sively to prevent recurrence of psoriasis in the fall. 
And summer is also a time when the patient will 
cooperate because he is embarrassed by the ugly 
skin patches. 















Before Use of Riasol : 

















RIASOL contains 0.45% mercury chemically 
combined with soaps, 0.5% phenol and 0.75% 
cresol in a washable, non-staining, odorless vehicle. 








Apply daily after a mild soap bath and thorough 
drying. A thin, invisible, economical film suffices. 
No bandages required. After one week, adjust to 
patient's progress. 


RIASOL is supplied in 4 and 8 fld. oz. bottles 
at pharmacies or direct. 














Diseases of the Skin, 
1956, p. 932. 


llth ed., 















Atter Use of Riasol 


Test RIASOL Yourself 


May we send you professional literature and generous clinical 
package of RIASOL. No obligation. Write 


SHIELD LABORATORIES 


Dept. IM-856 12850 Mansfield Avenue Detroit 27, Michigan 


RIASOL for PSORIASIS 













in the hospital 


Laparotomies, thoracotomies, hernior- 
rhaphies, mastectomies, ileostomies, co- 
lostomies, pilonidal cysts, skin graft 
donor and recipient sites, severe ex- 
coriation .. . all offer opportunities for 
use of Aeroplast as the primary and 
definitive dressing. 


“Tin the office 


For minor burns, abrasions, lacerations, 
superficial scalp wounds, or to dress 
almost any hard-to-bandage site, Aero- 
plast has the advantage of being wash- 
able, inexpensive,and not cumbersome. 


an industry 


Whether the injury is from trauma, 
burn, excoriation, or minor surgery— 
Aeroplast protects from dirt and bac- 
teria, is washable and flexible, and 
may help shorten off-the-job time. 
Patients appreciate its convenience. 
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New, more efficient 
wound dressing procedures 


are made possible with 


me 


\ plastic spray-on dressing” 


\ 


Basic procedure in applying Aeroplast is simple. With the 


Ny 


dispenser held about ten inches ‘away from the lesion, two or 
three light coats are sprayed directly onto the aseptic dry 
wound and adjacent skin area. Each coat is sprayed on in one 
sweeping stroke, then allowed to dry thirty seconds before 


applying the next. 


The transparent film dressing which results exeludes 
bacteria, is non-macerating, non-sensitizing, and does 

not adhere to raw wound surfaces, thus encourages a clean, 
primarily healed wound.‘ Aeroplast adapts to any body 
contour, permitting satisfactory dressing of awkwardly 
situated wounds without uncomfortable bulk. This method of 
dressing allows the physician to evaluate healing progress 


at will without removing the dressing. 


Cost of Aeroplast dressing as applied is about 1% cent per 
square inch. For example, cost of dressing one 10 inch incision 
is approximately 20 cents. In most wounds, the initial 
dressing is sufficient until time to remove sutures.?“ 

Aeroplast is STERILE. 

1. Vibesate (Aeroplast), New and Nonofficial Remedies, 1955, p. 541. 

2. Choy, D.S.J.: A.M.A. Arch. Surg. 68:33 (Jan.) 1954, 


3. Rigler, S. P., and Adams, W. E.: Surgery 36:792 (Oct.) 1954 
4. Wexler, D. J., Bromberg, F., Rakieten, M. L., and Ryan, B. J.: Am. J. Surg. In Press. 


Reprints available on request. 


Supplied in 6-oz. dispenser 
through your surgical dealer 


or prescription pharmacy. 


AEROPLAST CORPORATION 


21 Dellrose Avenue « Dayton 3, Ohio 





Help Keep the Arthritic Working-— 
with Steroids plus BUFFERIN’ 


Every case of arthritis is a special problem. With treat- 
ment adjusted to suit the need of the individual, many 
an employee with a mild or chronic form of the disease 
may be kept comfortably at work. 


This is the regime for arthritic patients which Spies’ 
has advocated recently in the Journal of the American 
Medical Association: 

. Give salicylates in full dosage. 

. Combine salicylates with other antiarthritic 
agents for additive effect—thus making smaller 
doses of hormones possible. 

And for the salicylate... 
Use BUFFERIN—It ts well tolerated by arthrities 


a group especially susceptible to gastric upsets from 
straight aspirin.* 
If you wish, combine BUFFERIN with the steroid of 
your choice, in the dosage you prefer. In this way 
you personalize your therapy to your patient. 

Each BuFFERIN tablet provides 5 gr. of acetylsalicylic 

acid with the antacids aluminum glycinate and 

magnesium carbonate. 

BUFFERIN contains no so- 

dium, hence is suitable for 

those on salt-restricted 

diets. 

REFERENCES: 


1. J.A.M.A. 159: 645 (Oct. 15) 1955. 
2. J.A.M.A. 158: 386 (June 4) 1955 


BRISTOL-MYERS CoO., 19 West 5O Street, New York 20, N. Y. 





for postoperative comfort 


Nuper 


Even minor surgery leaves discomfort in 
its wake. Anesthetize the wound in those 
trying postoperative days with Nuper- 
cainal Ointment, the soothing, long-acting 
topical anesthetic. Potent, yet rarely sensi- 
tizing, Nupercainal is indicated postoper- 
atively in episiotomy, circumcision, varicose 
ulcers, hemorrhoidectomy, ete. 


ainal 


topical anesthetic 


OINTMENT, 1% Nupercaine® (dibucaine CIBA) in 
lanolin and petrolatum base; tubes of 1 ounce, with 
“neel-off” labels and rectal applicator, and jars of 
1 pound for office use. 

CREAM, 0.56 Nupercaine in water-soluble base; 
tubes of 1% ounces. 

OPHTHALMIC OINTMENT, 0.567 Nupercaine in white 
petrolatum; applicator-tip tubes of 4 Gm. 


CIBA 


SUMMIT, N. J. 





